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ACCOUNTABILITY AND OVERSIGHT IN THE 
MEDICARE ADVANTAGE PROGRAM 


TUESDAY, OCTOBER 16, 2007 

U.S. House of Representatives, 

Committee on Ways and Means, 

Subcommittee on Health, 

Washington, DC. 

The Subcommittee met, pursuant to notice, at 10:07 p.m., in 
Room 1100, Longworth House Office Building, the Honorable 
Fortney Pete Stark (Chairman of the Subcommittee) presiding. 

[The advisory announcing the hearing follows:] 


( 1 ) 
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ADVISORY 

FROM THE COMMITTEE ON WAYS AND MEANS 


SUBCOMMITTEE ON HEALTH 


FOR IMMEDIATE RE T, EA SE Contact: (202) 225-3943 

October 04, 2007 

HI^17 

Stark and Lewis announced today that the Subcommittees will hold a 
joint hearing on statutorily required audits of Medicare Advantage plan 
bids, specifically focusing on the report by the Government Accountability 
Office entitled “Medicare Advantage: Required Audits of Limited Value” 

House Ways and Means Health Subcommittee Chairman Pete Stark (D-CA) and 
Oversight Subcommittee Chairman John Lewis (D-GA) announced today that the 
Subcommittees will hold a joint hearing on statutorily required audits of Medicare 
Advantage plan bids, specifically focusing on the report by the Government Account- 
ability Office entitled “Medicare Advantage: Required Audits of Limited Value” 
(GAO-07-945). The hearing will take place at 10:00 a.m. on Thursday, Octo- 
ber 11, 2007, in room 1100, Longworth House Office Building. 

In view of the limited time available to hear witnesses, oral testimony at this 
hearing will be from invited witnesses only. However, any individual or organization 
not scheduled for an oral appearance may submit a written statement for consider- 
ation by the Committee and for inclusion in the printed record of the hearing. 

BACKGROUND : 

In 2006, the Centers for Medicare and Medicaid Services (CMS) spent nearly $56 
billion on Medicare parts A and B benefits in the Medicare Advantage program, 
which covered approximately 6.7 million (nearly 16 percent) of the 43 million Medi- 
care enrollees. 

Under the program, CMS approves private companies to offer health plan options 
to Medicare enrollees. These companies are required to submit yearly bids of the 
costs and benefits package of each Medicare Advantage plan they intend to offer. 
CMS compares these bids to geographic-specific benchmarks. If higher, a plan must 
require enrollees to pay the difference as a premium. If lower, 75% of the difference 
must be provided to enrollees as additional services or cost savings, while 25% is 
retained by the Treasury. CMS pays plans based on this formula, per enrollee, on 
a monthly basis, before services are rendered. 

The 1997 Balanced Budget Act (BBA) (P.L. 105-33) requires CMS to annually 
audit the supporting financial records of at least one-third of participating organiza- 
tions. The BBA also requires the Government Accountability Office (GAO) to mon- 
itor this audit activity. 

In July 2007, GAO released a report on audits of the Medicare Advantage pro- 
gram and found that CMS did not meet the statutory audit requirement for the 
years 2001-2006. CMS selects organizations to meet the statutory audit require- 
ment based on the number of organizations and not the total number of plans. GAO 
reported that, in 2006, CMS audited only 13.9 percent of the participating organiza- 
tions (down from a high of 22.3 percent in 2003). GAO also found that, in 2006, only 
159 (or 3.2 percent) of the total 4,920 Medicare Advantage plans were examined. 

Some audits revealed errors in the bids. CMS does not sanction or seek to recover 
funds from providers that audits reveal are in violation of the bid requirements. A 
CMS contractor estimated that, for 2003, bid errors cost beneficiaries a net loss of 
$59 million in additional benefits, lower co-payments, or lower premiums. 
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“The GAO report raises serious questions about the management and 
oversight of the Medicare Advantage program. Mandated audits are not 
performed, and those that are performed are not used to make needed 
changes, costing beneficiaries and taxpayers millions in overpayments and 
lost benefits,” said Health Subcommittee Chairman Stark. “The report again 
shows that Medicare Advantage does not live up to the service and cost 
savings promises that were made at its inception. Lack of oversight makes 
this bad idea even worse.” 

“The integrity of the Medicare Advantage program is important to every- 
one,” said Oversight Subcommittee Chairman, John Lewis. “GAO reported that, 
based on 2003 audits, beneficiaries could have received at least $34 million 
and possibly up to $59 million in additional benefits, lower co-payments, 
and lower premiums. Enrollees place their trust in their Medicare Advan- 
tage plans and I am committed to ensuring that the Medicare Advantage 
program gives enrollees what they deserve.” 

FOCUS OF THE HEARING : 

The hearing will examine the value and accuracy of payments to Medicare Advan- 
tage plans, specifically focusing on the report by the Government Accountability Of- 
fice entitled “Medicare Advantage: Required Audits of Limited Value” (GAO-07- 
945). 

DETATT.S FOR SUBMISSION OF WRITTEN COMMENTS: 

Please Note: Any person(s) and/or organization(s) wishing to submit for the hear- 
ing record must follow the appropriate link on the hearing page of the Committee 
website and complete the informational forms. From the Committee homepage, 
http:llwaysandmeans.house.gov, select “110th Congress” from the menu entitled, 
“Committee Hearings” {http://waysandmeans.house.gov I Hearings.asp?eongress=18). 
Select the hearing for which you would like to submit, and click on the link entitled, 
“Click here to provide a submission for the record.” Once you have followed the on- 
line instructions, completing all informational forms and clicking “submit” on the 
final page, an email will be sent to the address which you supply confirming your 
interest in providing a submission for the record. You MUST REPLY to the email 
and ATTACH your submission as a Word or WordPerfect document, in compliance 
with the formatting requirements listed below, by close of business THURSDAY, 
OCTOBER 25, 2007. Finally, please note that due to the change in House mail pol- 
icy, the U.S. Capitol Police will refuse sealed-package deliveries to all House Office 
Buildings. For questions, or if you encounter technical problems, please call (202) 
225-1721. 

FORMATTING REQUIREMENTS: 


The Committee relies on electronic submissions for printing the official hearing record. As al- 
ways, submissions will be included in the record according to the discretion of the Committee. 
The Committee will not alter the content of your submission, but we reserve the right to format 
it according to our guidelines. Any submission provided to the Committee by a witness, any sup- 
plementary materials submitted for the printed record, and any written comments in response 
to a request for written comments must conform to the guidelines listed below. Any submission 
or supplementary item not in compliance with these guidelines will not be printed, but will be 
maintained in the Committee files for review and use by the Committee. 

1. All submissions and supplementary materials must be provided in Word or WordPerfect 
format and MUST NOT exceed a total of 10 pages, including attachments. Witnesses and sub- 
mitters are advised that the Committee relies on electronic submissions for printing the official 
hearing record. 

2. Copies of whole documents submitted as exhibit material will not be accepted for printing. 
Instead, exhibit material should be referenced and quoted or paraphrased. All exhibit material 
not meeting these specifications will be maintained in the Committee files for review and use 
by the Committee. 

3. All submissions must include a list of all clients, persons, and/or organizations on whose 
behalf the witness appears. A supplemental sheet must accompany each submission listing the 
name, company, address, telephone and fax numbers of each witness. 
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Note: All Committee advisories and news releases are available on the World 
Wide Web at http:llwaysandmeans.house.gov . 

The Committee seeks to make its facilities accessible to persons with disabilities. 
If you are in need of special accommodations, please call 202-225-1721 or 202-226- 
3411 TTDATTY in advance of the event (four business days notice is requested). 
Questions with regard to special accommodation needs in general (including avail- 
ability of Committee materials in alternative formats) may be directed to the Com- 
mittee as noted above. 


Chairman STARK. I want to thank Chairman Lewis and Mr. 
Camp for joining us to discuss the lack of oversight on Medicare 
Advantage plans. It is the third Ways and Means hearing this year 
to discuss the Medicare Advantage industry. 

The focus of our hearing is the issue of private government con- 
tractors receiving billions of dollars to administer a government 
program with no oversight or control by the administration. 

The Government Accountability Office will review for us their 
first oversight in six years on private Medicare plans, whether they 
have been known as: Medicare Part C; Medicare Plus Choice; Medi- 
care Advantage. During that time, the administration has never — 
or we. Congress, have never asked the administration to report or 
review these programs. We spent $56 billion on these plans in 
2006, and we will spend north of $75 billion this year. We have got 
8 million beneficiaries enrolled. And yet, for 6 years, nobody has 
thought that the plans require any oversight. 

When the plans formally asked to join Medicare in 1982, we 
heard the tired refrain that private industry does everything better 
and cheaper than government. So the payment was set at 95 per- 
cent of fee for service. Then, the plans came back a few years later, 
and said they could do it better, but only if they got paid as much 
as Medicare. Then, in 2003, they said, well, they could provide 
choice, or an advantage, but only if they got paid more than Medi- 
care. 

The Medicare Payment Advisory Commission, CMS’s own actu- 
ary, and the Congressional Budget Office, each estimate that Medi- 
care Advantage plans are overpaid. MedPAC estimates that the av- 
erage overpayment is 112 percent of Medicare’s cost, with plans in 
some areas exceeding 150 percent of Medicare’s rates. 

It is no secret that many of us find this wrong, as do many of 
America’s taxpayers. These overpayments increase premiums for 
all Medicare beneficiaries. And the so-called additional benefits to 
Medicare enrollees are elusive, often designed to weed out the less 
healthy, more expensive beneficiaries. 

CMS’s actuary estimates that the overpayments to Medicare Ad- 
vantage reduce the viability of the Medicare trust fund by 3 years. 
Those who wish to see Medicare Advantage continue must accept 
that we demand transparency. We will hear claims today that 
Medicare Advantage provides increases in benefits to enrollees. 
And, at a 12 to 20 percent premium over traditional Medicare, they 
ought to. But even these claims aren’t substantiated by any factual 
reporting or detail. Those who sing the praises of Medicare Advan- 
tage must accept responsible oversight. 
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If you think this program is helping heneficiaries and the integ- 
rity of the Medicare system, you should be able to provide detailed 
accounting of what is promised and delivered, and explain how 
much is paid for these services. GAO reports that CMS audits only 
a small percentage of the bids that plans submit, even though the 
law requires them to audit one-third of the plans. 

What is even more disturbing is that, while they have failed to 
meet the terms of the law, even the small percentage reveals large 
discrepancies with millions of dollars in lost benefits and incorrect 
accounting. The few audits that are actually performed only show 
us what plans offer, not the benefits that they actually deliver. In 
a $73 billion program, we have no idea what benefits are being de- 
livered. That’s not good government; it is dereliction of duty. 

I hope today we can dispense with the sales pitches, and get 
some facts and figures that will help us determine the value of 
Medicare Advantage to anyone other than the stockholders and the 
providers. 

Mr. Camp could go next, then Mr. Lewis. Is that all right? 

Mr. LEWIS. Yes, that is fine. 

Mr. CAMP. Well, thank you, Mr. Chairman. I don’t think anyone 
sitting up here will argue that the Medicare program is perfect. For 
example, we have learned that some Medicare Advantage plans 
have engaged in misleading marketing practices, overly aggressive 
sales tactics, and questionable denials. But then I have seen that 
in more than a few campaigns, as well. 

But, however, this is a serious issue, and we simply cannot turn 
a blind eye to it. And I commend the chairman for using our over- 
sight authority to improve this program. 

I am concerned that the GAO found that CMS is not auditing 
Medicare Advantage plans, consistent with the law. Congress en- 
acted the audit requirements because we recognized how important 
it is to review and verify the data that these plans submit. CMS’s 
failure to meet this requirement is unacceptable, and I expect to 
hear what steps they are going to take to address this problem. 

It is also unacceptable that some plans are being paid, and not 
providing the benefits they promised to Medicare beneficiaries. I 
look forward to learning what CMS is doing to ensure that Medi- 
care Advantage plans are providing these benefits, and whether 
they need any additional authority to recoup these inappropriate 
payments to Medicare Advantage plans. I am sure this congress 
will be more than happy to grant them such authority, if it is need- 
ed. 

However, this is far from the only area we need to be pursuing. 
We are seemingly focused on the Medicare Advantage program, 
which deserves our scrutiny. But it is clear that there are bad ap- 
ples sprinkled throughout Medicare. Recent press reports have de- 
tailed shocking examples of fraud within the fee-for-service Medi- 
care program that have cost the Medicare program and its bene- 
ficiaries billions of dollars. 

Just one recent case involving durable medical equipment pro- 
viders in south Florida saw the Medicare fee-for-service program 
bilked out of hundreds of millions of dollars for services and equip- 
ment that were never provided. Similarly, the GAO reported that 
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thousands of physicians who received federal Medicare payments 
failed to pay their federal taxes. 

Despite the committee’s clear jurisdiction in this area, we have 
yet to explore ways to ensure that these abuses do not continue, 
and I hope we do so. I say this to provide suggestions for future 
hearings, as well as to put the issues surrounding Medicare Advan- 
tage into perspective. 

While we have heard witnesses question the Medicare Advantage 
program, one such witness also agreed that the problems he found 
within the Medicare Advantage program affected only .3 percent of 
the Medicare Advantage enrollees in his state. Again, putting these 
issues in context is important. 

There is no question that Medicare Advantage payment rates 
should be re-examined. The challenge is finding the balance be- 
tween trimming the fat and cutting the bone. We don’t want sen- 
iors in rural areas to lose their health coverage, nor do we want 
benefits slashed. 

Also, we don’t want plans to reap such excessive profits that they 
are unable to invest in and add supporting a massive expansion of 
government-run health care — they are able to invest and sup- 
porting a massive expansion of government-run health care. 

I look forward to working with the chairman, and I hope he will 
take me up on my offer and engage in a constructive debate to craft 
a reasonable Medicare package that could be signed into law. And 
with that, I yield back the balance of my time. 

Chairman STARK. The co-chairman. 

Mr. LEWIS. Thank you, Mr. Chairman. This morning, the over- 
sight and health subcommittees will hold a joint hearing to review 
the Medicare Advantage program. It is a pleasure to co-chair this 
hearing with my good friend from California, Chairman Stark. 

Over eight million Americans rely on Medicare Advantage. They 
enroll in this program because they believed that the premiums 
they were paying would be fair for the benefits they receive. But 
this is not always the case. Private insurance companies make 
huge profits by offering these plans. The Federal Government pays, 
on average, 12 to 19 percent more for each senior in a Medicare 
Advantage plan than for a senior in traditional Medicare. 

This overpayment does not buy any additional benefits, or reduce 
copayments. It is going directly into the pockets of the insurance 
companies. The waste in the Medicare Advantage program is 
shameful. The lack of CMS oversight is a disgrace. And the treat- 
ment of beneficiaries is just unacceptable. 

Current law requires CMS to audit at least one-third of the orga- 
nization participating in Medicare Advantage each year. The GAO 
found that CMS has not met this goal. The audits that were per- 
formed reveal large overpayments to Medicare Advantage plans. 
For 2003, the audits showed overpayments of up to $96 million — 
$96 million. That is unbelievable. 

What is more amazing is that CMS did nothing, absolutely noth- 
ing, to get this money back, or to sanction these private plans. 
Large overpayments, huge profits and commissions have led to 
scandals in MA plans. Eleven states have reported seniors, who 
thought they were signing an information form, were suddenly en- 
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rolled in an MA plan. Fifteen states reported mass enrollment at 
senior centers, nursing homes, and senior housing. 

In Georgia, insurance agents asked to visit patients alone in 
their rooms, and not in the common areas. One agent switched a 
mentally disabled patient to an MA plan without anyone’s knowl- 
edge. 

We must protect the heneficiaries. Senior must have a voice. If 
CMS will not properly oversee this program, and provide seniors 
with a voice, then the Congress will. Mr. Chairman, I yield back. 

Chairman STARK. Thank you. And I think the staff is going to 
pass out — unless your eyes are a lot better than mine, the chart 
that we are looking at over there, the blue chart, we are going to 
hand out a reprint of it, if it will help those of us who are sight- 
challenged. 

This morning our first panel consists of: Mr. Jeff Steinhoff, who 
is the managing director of Financial Management and Assistance 
at the U.S. Government Accountability Office — GAO, as I like to 
call it; Mr. James Cosgrove, who is the acting director of health 
care at the GAO; and Mr. Timothy B. Hill, the chief financial offi- 
cer for the Centers for Medicare and Medicaid Services — once 
HCFA and now CMS. 

I would like to welcome all of you here. We sort of run a clock, 
but if you really get us fascinated, we may let you scoot over a few 
minutes. We have your prepared testimony. Without objection, all 
of it will appear in the record in its entirety. And I would welcome 
you to enlighten the committee in any manner you choose. 

Mr. Steinhoff, would you like to lead off? 

Mr. STEINHOFF. By all means. 

STATEMENT OF JEFFERY STEINHOFF, MANAGING DIRECTOR, 

FINANCIAL MANAGEMENT AND ASSURANCE, U.S. GOVERN- 
MENT ACCOUNTABILITY OFFICE 

Mr. STEINHOFF. Mr. Chairman, Members of the Subcommit- 
tees, we are pleased to be here today to discuss our July 2007 re- 
port on Medicare Advantage audits. Our work covered audits for 
2001 to 2006. For 2001 to 2005, the audits covered the adjusted 
community rate submissions. And beginning in 2006, shifted to bid 
submissions under MMA. 

The Balanced Budget Act of 1997 requires that CMS annually 
audit the financial records supporting the submissions of at least 
one-third of the Medicare Advantage organizations. The law re- 
quires that GAO monitor these audits. 

Now, what did we find when we most recently reviewed CMS’s 
audit process? The bottom line: the audit process was of limited 
value. We identified three fundamental problems. 

First, as shown on page four of my statement today, as well as 
the sheets that were just passed out to you all, and on the blue 
chart over here on the side, CMS did not come close to meeting the 
one-third requirement in any of the 5 years of the ACR audits. The 
highest rate was 23.6 percent for 2001. 

For the 2006 bid audits, the audit rate dropped to 13.9 percent. 
CMS told us that it plans to perform additional procedures for 
2006. The nature of this work had not been finalized at the time 
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of our review. But the stated time frame for completion was 3 
years, which will limit the use of any results. 

Second, the audits were not designed to provide information on 
the impact of audit findings on beneficiaries. The ACR auditors re- 
ported findings ranging from the lack of supporting documentation 
to overstating and understating certain costs, but were not re- 
quired by CMS to determine the impact on benefits, copayments, 
or premiums. So you knew something was wrong, but you didn’t 
know really what it meant in dollar terms, or in benefits delivered. 

CMS subsequently hired a contractor to do so for the 2003 ACR 
audits, and ultimately, quantified the impact as $35 million. Chair- 
man Lewis mentioned an earlier figure, the contractor found that 
there were overstatements of $96 million, as Chairman Lewis said, 
and understatements in other areas. And then, CMS reviewed this, 
and reduced the total to a net $35 million. 

Reviews of the impact of errors identified by the 2004 and 2005 
audits were not completed when we finished our review. And the 
work for 2005 was somewhat suspended because of the bid audits 
for 2006. Similarly, the bid audits did not require a determination 
of the impact of findings on beneficiaries. The type of finding was 
laid out. The fact it would be material in some way was stated. But 
the dollar effects were not quantified. 

Third, although information on the impact on beneficiaries even- 
tually became available for 2003, you had the $59 million and the 
$35 million net numbers, CMS plans to close out the 2003 audits 
without pursuing financial recoveries, or taking other remedial ac- 
tions, and does not plan to take actions for the other years. 

CMS’s position is that it has neither the legal authority nor the 
contractual right to pursue recoveries based on audit results. We 
view this problem as being self-imposed. Our reading of the law is 
that CMS has the authority to amend its regulations to provide 
that all Medicare Advantage contracts give CMS the ability to ad- 
dress audit findings, including pursuing financial recoveries and 
other remedial actions. 

We agree that CMS’s regulations and contracts did not include 
such provisions for 2001 to 2006, which is why we recommended 
CMS remedy the situation going forward, either administratively, 
by changing its regulations — which we believe it has the authority 
to do — or by seeking legislation. 

In closing, when CMS falls short in meeting the statutory audit 
requirement, opportunities to determine if participant organiza- 
tions have reasonably estimated the cost to provide benefits to 
Medicare Advantage enrollees are lost. Inaction or untimely audit 
resolution undermines the presumed effective audit efforts. 

Finally, the oversight that Congress called for when it mandated 
the audit requirement 10 years ago is not being achieved. Today’s 
hearing provides a good starting point for re-evaluating what the 
congress expects out of the audit process, and determining how au- 
dits can be turned into a tool that provide value and account- 
ability — trust, but verify through the audit process — for a program 
that is $60 billion today and growing rapidly, and touches the lives 
of millions of Americans each and every day. 
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Mr. Chairman, this completes my summary remarks. We would 
he pleased to respond to any questions that you or Members of the 
Subcommittees may have at this time. 

[The prepared statement of Mr. Steinhofif follows:] 


GAO 


United SUtes Govcraiocnt AccoaptabUitv- Office 

Testimony 

Before the Subcommittees on Health and 
Oversight, Committee on Ways and Means, 
House of Representatives 


medicare advantage 

Tuesdiiy. October 16, 2007 

Required Audits of Limited 
Value 


Statement of: 

Jeffrey C. Steinhoff, Managing Director, Financial Management 
and Assurance 

and 

James Cosgrove. Acting Director. Health Care 
Accompanied by; 

Kimberly Brooks, Assistant Director, Financial Management and 
Assurance 


Lg 


A O 


GAO-08-I54T 
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I ' ' " '] Number ol ofoiintzalions Nufffcef of organizaiiong audlteC 

CMS did not consistently ensure that the audit process for contract years 200 1 -2005 
provided information to assess the impact on beneficiaries. After contract year 2003 
audits were completed, CMS took steps to determine such impact and identified an 
impact on beneficiaries of about $35 million. CMS audited contract year 2006 bids 
for SO organizations, and 1 8 had a material finding that affected amounts in approved 
bids. CMS officials took limited action to follow up on contract year 2006 findinp. 
CMS officials told us they do not plan to sanction or pursue financial recoveries 
based on these audits because the agency does not have the legal authority to do so. 
According to our assessment of the statutes, CMS had the authority to pursue 
financial recoveries, but itsri^ts under contracts for 2001-2005 were limited 
because its implementing regulations did not require that each contract include 
provisions to inform organizations about the audits and about the steps that CMS 
would take to address identified deficiencies. Further, our assessment of the statute is 
that CMS has the authority to include tenns in bid contracts that would allow it to 
pursue financial recoveries. Without changes in its procedures, CMS will continue to 
invest resources in audits that will likely provide limited value. 


MEDICARE ADVANTAGE 
Required Audits of Limited Vaiue 


What GAO Found 


Before 2006, companies choosing to participate in the Medicare Advantage program 
were annually required to submit an ACRP to CMS for review and approval. In 
2006, a bid submission process replaced the ACRP process. The ACRPs and bids 
identify the health services the company will provide to Medicare members and the 
estimated cost for providing those services. CMS contracted with accounting and 
actuarial firms to perform the required audits. 


According to our analysis, CMS did not meet the requirement for auditing the 
financial records of at least one^ird of the participating .Medicare Advantage 
organizations for contract years 2001-2005. CMS is planning to conduct other 
financial reviews of oiganizalions to meet the audit requirement for contract year 
2006. However, CMS does not plan to complete the financial reviews until almost 3 
years after flie bid submission date each contract year, which will affect its ability to 
address any identified deficiencies in a timely manner. 
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Mr. Chairmen and Members of Ibo Subcommittees: 

We are pleased (o be here today to testify on the results of our review of the 
Cenien for Medicare A Medkaid Services’ (CMS) audit activities related to 
Medicare Advantage (MA) organizatwns that vras mandated by the Balanced 
Budget Act (BBA) of 1997.' Our results are documented in our July report, 
Medican Advmtafst: Requirtd Audits of Limited Vtdtn} BBA requires CMS to 
annually audit the financial records (including data relating to Medicare 
utilixation and costs) of at least one*third of the organuations partkipaiing in the 
Medicare Advantage program. BBA also requires us to monitor CMS’ audit 
actmties. 

In fiscal year 2006, CMS estimated it spent over SS 1 billion on the Medicare 
Advanta^ program,* which serves as an ahemative to Medicare's traditional fee* 
for-servke program. Under Medicare Advantage, CMS approves private 
companies to offer health plan options that ttKiude all Medicare-covered 
services, bi addition, many plans provide supplemental benefits, such as a 
reduetkm in the enrolke's required cost sharing (e.g.. beneficiaries' Pan B 
premiums)^ or coverage for items uid services not included under the traditional 
foe*for>3efvice program, such as dental care. According to CMS, in fiscal year 
2006, over 16 percent of Medicare beneficiaries— or ^)Out 7 million of the 
approximately 43 millioo — were enrolled in a Medicare Advantage plan. 

Our review covered CMS audits for contract years 2001 through 2006. In 
summary, we found that the required audits were of limited value, whkh is 
similar to what we reported on audits for contract year 2000 in October 2001. 
when we last reviewed CMS* audit activities under BBA.* The findings in our 
latest review cause us continuing concern about the audit process. CMS did imi 
document its process to determine whether it met the requirement to audit the 
financial records of at least one-third of the partkipaiing organizations for 


'Pt*.L.No. IQS-3},tt. rv.iewi. lit SUL23l.320(Aua. S, l997)(codllMat42U.S.C.} 
tW5w.27<4XIB 

^QAO.MtdteenA^tanugi: lieeuirtAAt^luefUmatA Katw.GA04l7-e45<WMhlnfioa.DiC: 
Jaly 30. U07>. 

*Total t4ed)cwv oollay* in fitcal yew 2006 were S3SI .9 tMlIiwi. 

^Mediewe Pan B provida covenge Ibr eenun physicUn. owpeuent hoepUat. latmraiory. and other 
services to beiMAclarics wtw pay tnoniMy prenduns. 

*OAO.MMwdr««C%oM«4wto lJKktfAmtaFoltaw-tptAmioUHfi>lmu.CAOAi2-i} 
(Wastaiagton, aC : OctotwrO, 2001). 


GAoaa-i.wT 





12 


contract >'em 200 1 throogh 2006, and baaed on our analysis of available CMS 
data. CMS did not meet that requtremenL For those audits that CMS completed, 
it did not consistently ensure that the audit process provided inrormaiion needed 
for assessing the potential impact on beneficiaries, and CMS took limited action 
to follow-up on the audit findings. 

Today, we will discuss the findings in our recent report. Specifically, we will tell 
you about: 

a the adjusted community rate proposal (ACEU*) and bid process and the related 
audit requirement for organualioos that participate in the Medicare Adv aniage 
program. 

□ CMS' efforts to comply with the audit requiremeM for organiaiions' ACRP and 
bid submissions, and 

0 factors that cause CMS' audit process to be of limited value. 

Our prior work on which this mstimony is based was performed in accordance 
with generally accepted government auditing standards. 


Medicare Advantage 
ACRP and Bid Process 
and Related Audit 
Requirements 


Before 2006. compenies choosing to participate in d>e Medicare Advantage 
program were required to annually submit an ACRP to CMS for review and 
approval for each plan they intended to offer.* The ACRP consisted of two 
parts — a plan benefit package and the adjusted community rate (ACR). The plan 
benefit package contained a detailed description of the benefits ofTered, and the 
ACR contain^ a detailed description of the estimated costs to provide the 
psekage of beoeftts to an cnrolM Medicare beneftciary. These costs were to be 
calculated based on bow much a plan would charge a commercial customer to 
provide the same benefit package If its members had the same expected uk of 
services as Medicare beneficiaries. CMS made payments to the companies 
monthly in advance of rendering services. 


In 2003. Congress enacted the Medicare Prescription Drug. Improvement and 
Modernization Act of 2003 (MMA).’ MMA included provisioRs that established 
a bid submission process to replace the ACRP submission process, as well as a 
new prescription drug benefit, both effective for 2006. Under the bid process, an 
organization choosing to participate in Medicare Advantage is requir^ to 


*Ptft)dp«jea ccapmic* or cm ofler matilple ptm The tenn "pirn'* lefen lo a ipedfic 

padjge «f benefits 0 (lered 

^Pna. L No. IOa-173. 1 17 SUL 2066 (Dec. t. 2003y 
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tniHully ■ bid for review and approval for each plan (hey intend to offer. 

The bid lubmission includes (he organization's estimate of the cost of delivering 
services (submitted on a bid form) to an enrolled Medicare beneficiafy and a plan 
benefit package that provides a detailed description of the benefits offered. In 
addition, each MA organization and prescription drug plan (hat offers 
prescription drug bencfhs imder Part D* is required to submit a separate 
prescription drug bid form, a formulary,* and a plan benefit package to CMS for 
its review and approval. On the bid forms, MA organizations include an estimate 
of the pef'person cost of providing Medkare^overed services. 

BBA requires CMS to annually audit (be submissions of one<third ofMA 
organizatioos. In defining what constituted an organization for the purpose of 
selecting <me-third for audit, CMS officials explained that they detennined the 
number of partkipeting organizations based on the number of contracts they 
awarded. Under each contract, an organization can offer multiple plans. Further, 
an organiatfion like Humana (nc. can have multiple contract. 

CMS contracts with accounting and actuarial firms to perform these audits. For 
audits of die contract year 2006 bid forms, CMS contracted in September 2005 
with six firms. CMS gave the auditors guidance. It Is imponant to note that the 
audit guidance includes procedures to verify information used in the projection or 
estimation of costs submitted in the bids, nee actual results or costs each year, as 
the do not report actual costs. 


GAO Analysis Shows Accordingioourai«lysisofavaiWileCMSdata,CMSdidnotme«ttbcstatutory 
^ requirement to audit the financial records of at least oneHhird of the participating 

CMS Did Not Meet the MA organizations for contract yean 2001 through 2005, nor has it done so yet 
Audit Reniiirement for the 2006 bid submissiooi. Wc performed an analysU to determine whether 

^ CMS had met the rcquiremenl because CMS could not provide documentation to 

support (he method it used to select the ACRs and bids for audit, nor did CMS 
document whether or how it met the one-third requirement for contract yean 
2001 through 2006. Our analysis shows that between 1 8.6 and 23.6 percent, or 
fewer than one-thkd, of the hM organizations (as defined by the number of 
contracts each year) fw contract jears 200 1 through 2005 were audits each 
year. Similarly, we determined that only 13.9 percent of the MA organizations 


D ts dke opMoel ovtpatieM prescri p ewB druf bewfil for Median mtabltibed bjr MMA. 

*nK tbnniilMy ii i «f pmcriptkA BcdKnwu dui «c ^ipmvcd foe use or cevente by the 

plan and ttui will be Asperued ihra«|h ptfiicipunf phimiacics w covered enralleea. 
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And prMcription drug pirns with approved bids for 2006 were Audited, as of the 
end of our review.'* Tabic 1 summarizes our results. 


TaMel: Summary of MAOrganbcatlona Audited at a Percentage of 

Organizatione and AudK Coeta 

Contract 

year 

Type Of 
audit 

Pfufflberof 

organizationa NumtMr of 

audited* orgenlzationa 

Percentage of 
organizatlone 
audited 

Audit coeta* 
(doilarain 
ffliNlona) 

2O0t 

ACftP 

SO 

212 

23 6 

$28 

2002 

ACPP 

40 

183 

21 9 

$36 

2003 

ACRP 

49 

220 

223 

$38 

2004 

ACRP 

47 

228 

206 

$34 

2006 

ACRP 

59 

3tB 

18.6 

$26 

2006 

Bid 

00 

577 

13.9 

$33 

tan* OAOn* 

mdCKtOM 

•M anC M iMei ra 





*ln atiw»iw«rg mewl hi otjen aaA on lor audi pupous. CAtS eMtrmmed M number «( 

e<e«n«aben> betee on the nnbbct mei Several pM nwy be eOcred under one eanlreet 

*Au0t coalt indude edy amewnti e w e we a to aud( w eretsore arM d» net McAide CMS eisff cede 

As stated earlier. CMS selects organizations to meet the onoHhird audit 
requirement based on the number of contracts awarded and not the total number 
of plans offered uiukr each contract. However, to present additional perspective, 
we also analyzed dw percentage of plans audited of the total number of plans 
offered by each audit^ organization. Our analysis shows that with the exception 
of contract year 2002. Uie level of audit coverage achieved by CMS audits has 
progressively decreased in terms of the percentage of plans audited for those 
organizations that were audited. Audit coverage has also decreased in terms of 
the pe r c e ntage of plans audited of all plans offered by participating ofgonizations 
each contract year. In contract year 2006. a large increase in the number of bid 
submissions meant that the 1 59 plans audited reflected only 2.2 percent of all tlie 
plans offered. Table 2 summarizes our analysis. 


80 oraaiiaiiens cudned for cootract year 3006 included 60 MA orpiuiaiiDM wliti 
prescripiion dnif plm md 20 pracriptiee druc plm. 
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Table 2; Summary of Audited Ptene ae e Percentage of Those Offered by Audited Orgentaationa and AJI PerUcipeting 
OrganiuUone 

Contract 

year 

Type of 
eudn 

Numberef 
plane audited 
for audited 
organizations 

Number of plans 
offered by eiMflted 
orgartiutione 

Percentage of plent 
■udltod of all plans 
offered by audited 
orgvtissUone 

Nirmber of plene 
offered by ell 
perticipsttng 
organicaUena 

Percantageof 
plane audited of all 
plarte offered by 
perUelpeting 
organizations 

2001 

ACRP 

165 

216 

76 4 

743 

222 

2002 

ACRP 

64 

93 

90.3 

554 

152 

2003 

ACRP 

137 

254 

539 

770 

178 

2004 

ACRP 

124 

257 

46 2 

967 

126 

2005 

ACRP 

100 

476 

21 0 

1.665 

53 

2006 

e<d 

1M 

1 194 

133 

4.920 

32 


0*0 Mm « CM M aCM* MI • 


Regarding contract years 2001 through 2004. CMS ofTiciaJs told us that they did 
not loiow how the MA organuations were selected for audit, and the 
documentation supporting the selections uas either not created or not retained. 
For contract yev 2005 audits. CMS ofTkials told us that the selection criteria 
tncludcd several fiKtors. They said that the criteria considered included whether 
the MA organization had bem audited previously and whether it had significant 
issues. 

With respect to contract year 2006, CMS ofTicials acknowledged the ooe-ihird 
requirement, but they stated that they did not intend for the audits of the 2006 bid 
submisstoos to meet the one-third audit requirement. They explained that they 
plan to conduct other leviews of the financial records of MA organizations and 
prescriiMioa drug plans to meet the requirement for 2006. In September 2006, 
CMS hired a contractor to develop the agency's overall approach to conducting 
reviews to meet the one-third requirement. Draft audit procedures prepared by 
the contractor in May 2007, indicate that CMS plans to review solvency, risk 
scores, related pwties, direct medkal and administrative costs, and, where 
relevant, regional preferred provider organizations' (RPPO) cost reconciliation 
reports for MA bi^ For Pail D bids, CMS indicated rt also plans to review other 
areas, including beneficiaries' true out-of-pocket costs." However, when our 
review ended, CMS had not yet clearly laid out how these reviews will be 
conducted to meet the one-ibiid requhement. Further. CMS is not likely to 


"Thm em-oSfocfcci cons arc afflowts paM by Ibe CBreltee or on behalf of (he cnrotlee for oovcRd 
Part D drtip ifaa cooM Coward ibe oot-of-poclici iBna (bai auM be reached before the caaairophk 
bcaefit becooee avaiWile 
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complete dtese other financial reviews until almost 3 years after the bid 
subrnisston date (sec figure I) for each contract year, in part because it must first 
reconcile payment data that prescription thug plans are not required to submit to 
CMS until 6 months after the contract year is over. Such an extended cycle for 
conducting dicse reviews greatly limits their usefulness to CMS atsd hinders 
CMS' ability to recommend and implement timely actiocks to address identified 
deficieflcies in the MA organizations' and prescription drug plans’ bid processes. 


fife* 


CAoaa-tMT 




CMS* Audit Process in tU cudluror contract ycm2001>200S.CMS did not consUienily ensure that 

ttrt the audit proceH provided mformation needed for assessing the potential impact 

Was of Limited Value of errors on beneficiaries' benefits or payments to the MA organizations. The 

audhofs reported findings ranging from lack of supporting documentation to 
overstating or understating certain costs, but did not identify how the errors 
affected beneftciaiy benefits, copayments, or premiums. In addition, alihou^ the 
auditors categorized their results as fliKlings and observations, with findings 
being more si^ificant, depet>ding on their materiality to the average payment 
rate reported ia the ACR, (be distinction between findings and observations, was 
based on Judgment. 
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and therefore varied among the different audiim. In our 2001 report, we reported 
that CMS planned to require audiicns. where applicable, to quanltly in their audit 
reports the overall impact oferrors.'* Further, during the work for the 2001 
report, CMS ofTKials stated that they were in the process of dctcmiining the 
impact on beneficiaries atMl craAing a strategy for audit follow-up and reaolMion. 
CMS did not initiate any actions to aUempt to ddermiiw such impact until after 
the contract year 2003 airdits were complied. CMS took steps to dclemiine such 
impact and idenUned a net about $35 million from the contract year 2003 
audits that beneficiaries could have received in additional beneftts.'* The only 
audit follow>up action that CMS has taken regarding the ACR audits was to 
provide copies of the audit reports to the MA organiations and instruct them to 
take action in subsequent ACR filings. 

In CMS’ audits of the 2006 bid submissions, 1 8 (or about 23 percent) of the 80 
organirations audited had material findings that have an impact on beneficiaries 
or plan payments approved in bids. CMS defined material findings as those that 
would lesuk in changes tn the total bid amount of I percent or more or in the 
estimate for the costs per member per month of 10 percent or more for any bid 
element.'* CMS officials told os that they will use the results of the bid audits to 
help organiations improve their methods in preparing bids in subsequent years 
and to help im|HOve the overall bid process. Specifically, they told us they could 
improve bid fonns, bid mstructkms, tnioing, and bid review process. 

CMS' audit follow-up proc^ has not involved punuimg financial recoveries 
from Medicare Advantage organizations based on audit results even when 
information was available on defktencies or errors that could impact 
beneficiaries. CMS officials told us they do not plan to pursue financial 
recoveries from MA organizations based on the results of ACR or bid audits 
because the agency does not have the legal authority to do so. According to our 
assessment of the statutes, CMS has the authority to pursue financial recoveries, 
but its rights under extracts for 2001 through 2005 are limited because its 
implementing regulations did not require that each contract include provisions to 
inform organizations about the audits and about the steps that CMS would take to 
address idenijflcd deficiencies, including pursuit of fuisncial rocoveries. 


'klAOOa-JJ. p. 2D. 

'^tnToniMUon oa ite unpKi of ann mIcmiSrI in contmei yen 2004 and eoBiraci year 2005 audio 
wu not conpMed or ao( available at the tme we cocneleaed our recent review 

'*Paidnp Bite facMe any lenoin tehae to foltow appKcaMe Actuarie] Siandintt of PracUce. 
Mtocrialiiy tor ideolriyina obtervatioRt toctuded iR oiber errart or deviations kom toe Mstruction] 
er beat actuariai prectiees Ibai did not neel the criterit for bdag clastiflcd as Itndiats. 
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Regarding the bid process that began in 2006, our assenment of the statutes is 
that CMS has the authority to include terms in bid contracts that would allow it to 
pursue finaacia] recoveries based on bid audK results.*’ CMS also has the 
authority to sanction organizations, but it has not. 

CMS ofTictals believe the bid audits provide a “sentinel or deterrent efTect” for 
organizations to properly prepare their bids because they do imt kmow when the 
bids may be selected for a detailed audit Given the current audit coverage, CMS 
is unlikely to achieve significant deterrent effect, however, because only 13.9 
percent of participating organizations for contract 2006 have been audited. 


r'AnrhiHmo Rr^rtiiirlfc Af^iropnate ovenight and accounti^ility mechanisms are kQ- to protecting the 

^ federal government's interests in using tajqn^ resources pruderiily. When CMS 

falls short in meeting the statutory audit requirements and in a timely manner 
resoNing the findings wising fiom those audits, foe intended oversi{^ is not 
achieved and opportunities are lost to determine whether organizations have 
reasonably estimated the costs to provide benefits to Medicare enrollecs. Inaction 
or untimely audit resolution also undermines the presumed deterrent efToci of 
audit efforts. 

White the statutory audit requirement does not expressly state the ok^eettve of the 
audits or bow CMS should address the rcauhs of the audits, the statute does not 
preclude CMS from iiKhiding terms in its contracts that allow it to pursue 
financial recoveries based on audit results. If CMS maintains the view that statute 
does not allow it to take certain actions, the utility of CMS’ efforts is of limited 
value. 

In our recent report, we made several recommendations to the CMS 
Administrator to improve proce s ses and procedures related to its meeting the 
one-third audit requirement and audit follow>up. We also recommended that 
CMS amend its implementing regulatioru for the Medicare Advantage Program 
and Prescription Drug Program to provide that all contracts CMS enten into with 
MA organizatiofts and prescription drug plan sponsors include terms that inform 
these organizations of foe widits and give CMS authority to address identified 
deficiencies, including pursuit of fmancial recoveries. We further recommended 
that if CMS does not believe it has the authority to amend its implementing 
regulations for these purposes, it should ask Congress for express authority to do 


' *42 L’.S.C > I )9Sii>^eXI >: <2 CLF.R. f 422.S(M01 This pravtsten tbo applies lo prescripiMn 
drag pljDs under Pan D 42U.S.C. < l395w-ll2(bX3XD). 
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so. In re^Miise to our itpoit, CMS concurred with our rccommendatioru aitd 
suted it if in the process of implementing some of our recoromenditions. 


;ind infomution about this statement, please contact Jeanette Franzel, Director, 

Financial Management and Assurance, at (202) 5I2'9471 or frwizelj^gao.gcn- or 
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Abe DymcMid, Jason Kirwan, and Diane Morris. 
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Mission Govemmeni Accountability Office, the audit, evaluation, and investigative 

•nn of Congress, exists to support Congress in meeting its coosiitulional 
responsibilities and to help improve the performance and accountability of the 
federal govenunent for the American people. GAO examines the use of public 
funds: evaluates federal programs and policies; and provides analyses, 
recommendations, and otfier assistance to help Congress make informed 
oversight, policy, and funding decisions. GAO's commitment to good 
government is reflected in its core values ^accountability, integrity, and 
reliability. 


The fastest and easiest way to obtain copies of GAO documents at no cost is 
through GAO's Web she (www.gao.gov). Each weekday. GAO posts newly 
releas^ reports, testimony, and correspondence on its Web site. To have GAO 
e-mail you a list of newly posted products every afternoon, go to www.gaogov 
and select “E-mail Updates.” 


Order by Mail or Phone The first copy of each primed report is free. Additional copies arc $2 each. A 

check or money order should be made out to the Superintendent of Documents. 
GAO also accepts VISA and Mastercard. Orders for 100 or more copies mailed 
to a sii^e addri»s are discounted IS percent Orders should be sent to: 

U.S. Govenunent Accountability Office 
441 G Street NW.RoomLM 
Washington. DC 20548 

To order by Phone; Voice: (202)512-6000 
TDD: (202)512-2537 

Fax: (202)512-6061 

To Report Fraud, Waste, 

and Abuse in Federal website: www.gao.gov/fraudnct/fraudnethim 
E-mail: fraudneti^gao.gov 

Programs Automated answering system; (800)424*5454 or (202) 512-7470 
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Washington. DC 20548 
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Chairman STARK. Thank you. Mr. Cosgrove. 

Mr. COSGROVE. Mr. Chairman, I don’t have any prepared re- 
marks. I am available to answer any questions that you may have. 
Chairman STARK. Okay. Mr. Hill. 

[The prepared statement of Mr. Cosgrove follows:] 
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Why GAO Did This study 

In fiscal year 2006, the Centers for 
M.edicare.& Medicaid' Services (CMS.) 
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MEDICARE ADVANTAGE 


Required Audits of Limited Value 


What GAO Found 

Before 2006, companies choosing to participate in the Medicare Advantage program 

were annually required to submit an ACRP to CMS for review and approval. In 

2006, a bid submission process replaced the ACRP process. The ACRPs and bids 
identify the health services the company will provide to Medicare members and the 
estimated cost for providing those services. CMS contracted with accounting and 
actuarial firms to perform the required audits. 


According to our analysis, CMS did not meet the requirement for auditing the 

financial records of at least one-third of the participating Medicare Advantage 

organizations for contract years 2001*2005, CMS is planning to conduct other 

financial reviews of organizations to meet the audit requirement for contract year 

2006. However, CMS does not plan to complete the financial reviews until almost 3 

years after the bid submission date each contract year, which will affect its ability to 

address any identified deficiencies in a timely manner. 


Numbtr of organlzeNona audlM (pareant) 


I i Number of oinaiWaHons Numuerofcrgan'aallor 


CMS did not consistently ensure that the audit process for contract years 200 1 -2005 
provided information to assess the impact on beneficiaries. After contract year 2003 
audits were completed, CMS took steps to determine such impact and identified an 
impact on beneficiaries of about $35 million. CMS audited contract year 2006 bids 
for 80 organizations, and 18 had a material finding that affected amounts in approved 
bids. CMS officials took limited action to follow up on contract year 2006 findings. 
CMS officials told us they do not plan to sanction or pursue financial recoveries 
based on these audits because the agency does not have the legal authority to do so. 
According to our assessment of the statutes, CMS had the authority to pursue 
financial recoveries, but its rights under contracts for 2001-2005 were limited 
because its implementing regulations did not require that each contract include 
provisions to inform organizations about the audits and about the steps that CMS 
would take to address identified deficiencies. Further, our assessment of the statute is 
that CMS has the authority to include terms in bid contracts that would allow it to 
pursue financial recoveries. Without changes in its procedures, CMS will continue to 
invest resources in audits that will likely provide limited value. 


.Unit e<l States; Gevetnittenl AeuKsftta^ity Ofiee 
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Mr. Chairmen and Members of the Subcommittees: 

We are pleased to be here today to testify on the results of our review of the 
Centers for Medicare & Medicaid Services' (CMS) audit activities related to 
Medicare Advantage (MA) organizations that was mandated by the Balanced 
Budget Act (BBA) of 1997.' Our results are documented in our July report, 
Medicart Advantage: Required Audits of Limited Value} BBA requires CMS to 
annually audit the fmancial records (including data relating to Medicare 
utilization and costs) of at least one>third of the organizations participating in the 
Medicare Advantage program. BBA also requires us to monitor CMS' audit 
activities. 

In fiscal year 2006, CMS estimated H spent over SS I billion <m the Medicare 
Advantage pro^am.^ which serves as an ahemative to Medicare's traditional fee- 
for-service program. Under Medicare Advantage, CMS approves private 
companies to offer health plan options that include ail Mcdicare^vcred 
services. In addition, many plans provide supplemental benefits, such as a 
reduaion in the enrollec’s required cost sharing (e.g., bcneftciarics' Fart B 
premiums)* or coverage for items and services not included under the traditional 
fec*for*service program, such as dental care. According to CMS. in fiscal year 
2006, over 16 percent of Medicare beneficiaries— or about 7 million of the 
approximately 43 milHcm — were enrolled in a Medicare Advantage plan. 

Our review covered CMS audits for contract years 2001 throu^ 2006. In 
summary, we found that the required audits were of limited value, which is 
similar to what we reported on audits for contract year 2000 in October 2001, 
when we last reviewed CMS' audit activities under BBA.’ The findings in our 
latest review cause us continuing concern about the audit process. CMS did not 
document its process to determine whether it met the requirement to audit the 
financial records of at least one>third of the participating organizations for 


'PHb.L.Noi. IV. (4001. Ill SlA 231, 320 (Atif, S. 1997) (codifled 1142 U,S.C.4 

l395w-27(dXI)>. 

^GAO. tMican Ad * aua ^ : GAO-07'945 (Washiftgtoa. D.C: 

July 30. 2007). 

^oul Medicare ootlays in (bGa]ycv2006 waeS381.9bjilion. 

^Medicare Part B provides coverage (k certain physician, outptiicni hospital, laboratory, and other 
services to benefidvics who pay monthly premiums. 

^QAO,Utdie<rt*OtotetAud>a:LackefAudttF<il(ow~i^UmitsUiefidtiet>.OKO-tXl’‘i'i 
(Washington, D.C ; Octebcr9.200l). 
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contract years 200 1 through 2006, and based our analysis of available CMS 

data, CMS did not meet that requirement. For those audits that CMS completed, 
it did not consistently ensure that the audK process provided information needed 
for assessing the potential impact on beneficiaries, and CMS took limited action 
to follow'Up on the audit findings. 

Today, we will discuss the findings in our recent report Specifically, we will toll 
you about: 

a the adjusted community rate proposal (ACRP) and bid process and the related 
audit requirement for ewganUations that participate in the Medicare Advantage 
program, 

□ CMS’ efforts to comply with the audit requirement for organizations’ ACRP and 
bid submissions, and 

□ factors that cause CMS’ audit process to be of limited value. 

Our prior work on which this testimony is based was performed in accordance 
with general!)' accepted government auditing standards. 


Medicare Advantage 
ACRP and Bid Process 
and Related Audit 
Requirements 


Before 2006, companies choosing to participate in the Medicare Advantage 
program were required to annually submit an ACRP to CMS for review and 
approval for each plan they intended to offer.* The ACRP consisted of two 
parts — a plan benefit package and the adjusted community rate (ACR). The plan 
benefit package contained a detailed description of the benefits offered, and the 
ACR contained a detailed desenption of the estimated costs to provide the 
package of benefits to an enrolled Medicare beneficiary, llrcsc costs were to be 
calculated based on bow much a plan would charge a commercial customer to 
provide the same benefit package If its members had the same expected use of 
services as Medicare beneficiaries. CMS made payments to the companies 
monthly in advance of rendering services. 


In 2003, Congress enacted the Medicare Prescription Drug. Improvenscnt aiMl 
Modernization Act of 2003 (MMA).’ MMA included provisions that established 
a bid submission process to replace the ACRP submission process, as well as a 
new prescription drug benefit, both effective for 2006. Under the bid process, an 
organization choosing to participate in Medicare Advantage is required to 


*Pafttctrwting cocnfuniei or sponsori cm offiw raultipk plans. The term ‘‘plan'* refen to a ^KCiflc 
pacimac ofbenefioofTcred. 

^Pub. L Ko. 10»-173. 1 17 StaL 2066 (Dec 8. 2003). 
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GAO Analysis Shows 
CMS Did Not Meet the 
Audit Requirement 


annually submit a bid for review and approval for each plan ihQ/ intend (o offer. 
The bid submission includes the organuation's estimate of the ooist of delivering 
services (submitted on a bid form) to an enrolled Medicare beneficiary and a plan 
benefit package that provides a d^led description of the benefits offered. In 
addttioci, each MA organization and prescription drug plan that offers 
prescription drug benefits under Part D* is required to submit a separate 
prescription drug bid form, a formulary * and a plan benefit package to CMS for 
its review and approval. On the bid forms, MA organizations itKiude an estimate 
of the per>pcr$on cost of providing Medicare-covered services. 

BBA requires CMS to annually audit the submissions of one-third of MA 
organizations. In defining what constituted an organization for the purpose of 
selecting <me-lhird for audit, CMS officials explained that they determined the 
number of participating organizations based on the number of contracts they 
awarded. Urxler each contract, an organization can offer multiple plans. Further, 
an organization like Humana Inc. can have multiple contracts. 

CMS contracts with accounting artd actuarial firms to perform these audits. For 
audits of the contract year 2006 bid forms, CMS contracted in September 200S 
with six firms. CMS gave the auditors guidance. It is important to note that the 
audit guidance includes procedures to verify information used in the projection or 
estimation of costs submitted in the bids, not actual results or costs each year, as 
the bids do not report actual costs. 


According to our aiuUysis of available CMS data, CMS did tKM meet the statutory 
roquirenrent to audit the finartcial reoxds of at least one-third of the participating 
MA organizations for contract years 200 1 through 2005, isor has it d^e so yet 
for the 2006 bid submissions. We performed an analysis to determine whether 
CMS had met the requirement because CMS could not provide documentation to 
support the method it used to select the ACRs and bids for audit, nor did CMS 
document whether or how it met the one-third requirement tor c<mtract years 
2001 throu^ 2006. Our analysis shows that between 1 8.6 and 23.6 percent, or 
fewer than one-third, of the MA organizations (as defined by the number of 
contracts each year) for contract )’ears 200 1 throu|^ 2005 were audited each 
year. Similarly, we detenomed that only 13.9 percent of the MA organizations 


*P«t D b (be opUofUi outpaUcni presoipuoo ifaua benefit for .Mcdkve esubtished by MMA. 

*The fonnuUry b a Iistii^ of prescription medicaiiofu that are approved for use or coverage by ihe 
plan and dtat will be dispensed through portkipatiog pharmacies to covered cnrallees. 
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and prescription drug plans with apj^ved bids (<x 2006 were audKed, as of the 
end of our review.’* Table 1 summarizes our results. 


Tabla 1 : Summary of MA Organizations Audited as a ^rcantaga of Total MA 
Organizattons and Audit Coats 


Contract 

yoar 

Type of 
audit 

Number of 

organization* Numbar of 

auditatf* organization* 

Percentage of 
organization* 
audited 

Audit coats” 
(dollar* in 
milNon*) 

2001 

ACRP 

50 

212 

236 

$2 8 

2002 

ACRP 

40 

183 

21.9 

$26 

2003 

ACRP 

4d 

220 

223 

$38 

2004 

ACRP 

47 

228 

20.6 

$3.4 

2005 

ACRP 

59 

318 

16.6 

$2.6 

2006 

Bid 

80 

677 

13.9 

$3.3 


Smw OAO cm mi nvm 

*ln oetwmifwg whM cenatsuled an orparazafaen lor audi pwp oa aa. CMS Oatenmnad me nunftar of 
argaitizstiont baaad on Ota contract iaval. Savaral piam may be ottered under ona contraa 

*Auilii coats 1101000 ordy amounts awaroad to suo< contractors and do not InckiOa CMS staff costs 

As stated earlier. CMS selects organizations to meet the cme^ird audit 
requirement based mi the number of contracts awarded and not the total number 
of plans offered under each contract. However, to present additional perspective, 
we also analyzed (he percentage of plans audited of the total number of plans 
offered by each audited organization. Our analysis shows that with the exception 
of contract year 2002. the level of audit covcr^c achieved by CMS audits has 
progressively decreased in tenns of the percentage of plans audited for those 
organizations that were audited. Audit coverage has also decreased in terms of 
the percentage of plans audited of all plans oneied by panicipating organizations 
each contract year. In contract year 2006, a large increase in the number of bid 
submissions meant that die 159 plans audited reflected only 3.2 percent of alt the 
plans offered. Table 2 summari7.es our analysts. 


'^rite so orpnizslions udMed for contnd year 2000 iactuded 60 MA orgMUcHioas with 
prescfiptioa irua pints sDd 20 pmcriiNHa drug plans. 
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Tabto 2: Summary of Audited Ptana as a Percantas* of Those Offered by Audited Organlxadons and AH Participating 
Organizations 


Contract 

year 

Type of 
audit 

Number of 
ptam audited 
for audited 
organuattons 

Number of plan* 
offered by etched 
organization* 

Percentag* of plans 
audited of all pian* 
offered by audited 
erganlxadorw 

Number of plan* 
offered by ell 
participating 
organizations 

Percentage of 
plans audited of all 
plana offered by 
participating 
organization* 

2001 

ACRP 

165 

216 

76.4 

743 

222 

2002 

ACRP 

84 

93 

90.3 

554 

15.2 

2003 

ACRP 

137 

264 

53.9 

7T0 

178 

2004 

ACRP 

124 

257 

48.2 

967 

12.8 

2005 

ACRP 

100 

476 

210 

1.865 

5.3 

2006 

Bid 

169 

1,194 

13.3 

4.920 

3.2 



Seww QaO Oua OMi I 

M aenn tna M autfinpot* 




Regarding contract yean 2001 through 2004, CMS ofHciaJs told us that they did 
not know bow the MA oiganuatkms were selected for audit, and the 
documentation supporting the selections was chber not created or not retained. 
For contract year 2005 audits, CMS officials told us that the selection criteria 
included several factor. They said that the criteria considered included whether 
the MA organization had been audited previously and whether it had significant 
issues. 


With respect to contract year 2006, CMS officials acknowledged the one-third 
requirement, but they stated that they did not intend for the audits of the 2006 bid 
submissions to meet the one-third audit requirement They explained that they 
plan to conduct other reviews of die fmancial records of MA organizations and 
prescription drug plans to meet the requirement for 2006. In September 2006. 
CMS hired a contractor to develop the agency’s ovcfall approach to conducting 
reviews to meet the one-third requirement. Draft audit procedures prepared by 
the contractor in May 2007, indicate that CMS plans to review solvency, risk 
scores, related parties, direct medical and administrative costs, and, where 
relevant, regional preferred provider organizations' (RPPO) cost reconciliation 
reports for MA bi^. For Part D bids, CMS indicated it also plans to review other 
areas, including beneficiaries' true out-of-pocket costs." However, when our 
review ended, CMS had not yet clearly la^ out bow these reviews will be 
conducted to meet the one-ihird requirement. Further, CMS is not likely to 


"Tiueout-oPpodut ooKs tre amouau paid by (tie attrollee or on behairof the eorollec for covered 
Part D drugs that count toward tbe ovt-trf-pocto limit ihat must be reaefaed belbre the causinphic 
beiKftt beco m es available. 
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complete these other financial reviews until almost 3 years aAer the bid 
submission date (see figure 1) for each contract year, in part because it must first 
reconcile payment data that prescription drug plans are not required to submit to 
CMS until 6 months after the contract year Is over. Such an extended cycle fiM* 
conducting these reviews greatly limits their usefulness to CMS and hinders 
CMS’ ability to reemnmend and implement timely actions to address identified 
deficiencies in the MA organizatioas' and prescription drug plans' bid processes. 
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Figur* 1 : Tim* El«p**cl from Contract Y*ar 2006 Bid Submiuiont to Review* to Meet Audit Requirement 



Audit Process ^ audiu for contract yem 2001>2005, CMS did not consistently ensure that 

the audit process provided information needed for assessing the potential impact 
WdS OfLimited Vdluc oferrors on benefkiahes' benefits or payments to the MA organizations. The 
auditors reported fuKlings ranging from lack of supporting documentation to 
overstating or understating ceitain costs, but did not identify how the errors 
affect beneficiary bcRefits, copayments, or premiums. In addition, although the 
auditors categorized their results as findings and observations, with findings 
being more significant, depending on their materiality to the average payment 
rate reported in the ACR. the distinction between findings and observations, was 
based on judgment. 
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and therefore varied among the diflerent auditors. In our 2001 report, we reported 
that CMS planned to require audiUMS, where applicable, to quantify in their audit 
reports the overall impact of errors.'^ Further, during the work for the 2001 
report, CMS officials stated that they were in the process of determining the 
impact on beneficiaries and crafiing a strategy for audit follow>up and resolution. 
CMS did not initiate any actions to attempt to determine such impact until afier 
the contract year 2003 audits were cwnpictcd. CMS took steps to determine such 
impact and identified a net of about $3S million frcrni the contract year 2003 
audits that beneficiaries could have received in additional benefits.” The only 
audit follow'up action that CMS has taken regarding the ACR audits was to 
provide copies of the audit reports to the MA organizations and instruct them lo 
take action in subsequent ACR filings. 

In CMS* audits of the 2006 bid submissions, I S (or about 23 percent) of Uie 80 
organizations audited had material fiiKtings that have an impact on beneficiaries 
or plan payments approved in bids. CMS defined material findings as those that 
would result in changes in the total bid amount of 1 percent or more or in the 
esdmate for the costs per member per month of 1 0 percent or more for any bid 
element.” CMS officials told us Out they will use the results of the bid audits to 
help organizations im{Mt}va their methods in preparing bids in subsequent years 
and to help im{Novc the overall bid process. Specifically, they told us they could 
improve the bid forms, bid instructions, training, and bid review process. 

CMS* audit follow-up process has not involved pursuing financial recoveries 
from Medicare Advantage organizations based on audit results even when 
information was available on deficiencies or errors that could impact 
beneficiaries. CMS officials told us they do not plan to pursue financial 
recoveries from MA organizations bas^ on the resuhs of ACR or bid audits 
because the agency docs not have the legal authority to do so. According to our 
assessment of the statutes. CMS has the audiori^ to pursue financial recoveries, 
but its rights under contracts for 2001 through 2005 are limited because its 
implementing regulations did not require that each contract include provisions to 
inform organizations about the audits and about the steps that CMS would take to 
address identified deficiencies, trKluding pursuit of financial recoveries. 


'*OA(M«-33.p 20. 

' ^nformaCKm on Ihe impKt of arm MSeniificd ia eootreet year 2004 and contact year 2003 audits 
was not compteted ot aot available at the time we completed our recent review 

'^Findings dso include ny senous failure to follow applicable Actuarial Standards of Practice. 
.Materiality fbr identiiyiag observations iachtded all other emrs ordeviatkMU from the insmictwns 
or best actuarial practices Out did not meet ibe criteria for being classified e findings. 
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Regarding the bid process that began in 2006, our assessment of die statutes is 
that CMS has the authority to include terms in bid contracts that would allow it to 
pursue finaiKial recoveries based on bid audit results.'* CMS also has the 
authority to sanction organizations, but it has ivot 

CMS officials believe the bid audits provide a ‘‘sentinel or deterrent efTect” for 
organizations to properly prepare their bids because they do not kiMw when the 
bids may be selected for a detailed audit. Given the current audit coverage, CMS 
is unlikely to achieve significant deterrent effect, however, because only 13.9 
percent of participating organizations for contract 2006 have been audited. 


PnnrInHino Rr^rrinrlrc Appropriate oversight and accountability mechanisms are key to protecting the 

^ floral ^vemment's interests in using taxpa^ resources prudently. When CMS 

falls short in meeting the statutory audit requirements and in a timely manner 
resolving the findings arising from those audits, the intended oversight is not 
achieved and opportunities are lost to determine whether organizations have 
reasonably estimated the costs to provide benefits K) Medicare enrollees. Inaction 
or untimely audit resolution also undermines the presumed detCTTcni effect of 
audit efforts. 

While the statutory audit requirement does not expressly state the objective of the 
audits or bow CMS should ^dress the results of the audits, the statute does not 
preclude CMS from including terms in its contracts that allow it to pursue 
financial recoveries based on audit results. If CMS maintains the view that statute 
does not allow it to take cenain actions, the utility of CMS’ efforts is of itmiied 
value. 

In our recent report, we made several recommendations to the CMS 
Administrator to improve processes and procedures related to its meeting Uie 
one-third audit requirement and audit follow-up. Wc also recommended that 
CMS amend its implementing regulations for the Medicare Advantage Program 
and Prescription Drag Program to provide that all contracts CMS enters into with 
MA organizations and faescription drug plan sponsors include terms that inform 
these organizations of the audits and give CMS authority to address identified 
deficiencies, including pursuit of financial recoveri^. Wc further recommended 
that if CMS does not believe K has the authority to amend its implementing 
regulations for these purposes, it should ask Congress for express authority to do 


'*42 U.S.C § t395w>27(eKI);42 CF.R. {422.504(j). This provision also ^ipties to prescripiion 
dnig plBOs wder Pan D 42 U.S.C « I }9$w.| i2(bK3XO)- 
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90. In response (o our report, CMS concurred with our recommendations and 
stated it is in the process of implementing some of our recommendations. 
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STATEMENT OF TIMOTHY B. HILL, CHIEF FINANCIAL 
OFFICER, CENTERS FOR MEDICARE AND MEDICAID SERVICES 

Mr. HILL. Good morning, Chairmen Stark, Lewis, Ranking 
Member Camp, and distinguished Members of the Committee, 
thank you for inviting me here to discuss our audit efforts for the 
Medicare private health care plans. 

This is the second appearance I have made before this committee 
to discuss how CMS meets our fiduciary obligations to beneficiaries 
and to taxpayers. I remain steadfast in my commitment to main- 
taining the highest level of accountability for the agency’s financial 
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resources, and reiterate the commitment that our acting adminis- 
trator has made to you for a transparent and robust compliance ef- 
fort for all the programs we administer, including Medicare Advan- 
tage. 

I would like to use my time this morning to briefly summarize 
our response to the GAO report, and discuss the steps that we are 
taking to ensure the accuracy and the integrity of the payments we 
make to Medicare Advantage plans, including how we are com- 
plying with the one-third financial audit requirement of the MMA. 

As you know, the GAO study focused on ACR and bid audits of 
Medicare Advantage organizations, and made five specific rec- 
ommendations. I am pleased to inform you that, as noted in our re- 
sponse to the GAO, we have already begun implementing the five 
recommendations. 

GAO also describes our bid audit process as insufficient to com- 
ply with the statutory requirement to conduct a financial audit of 
one-third of plans each year. We agree. It is important to note, 
however, that the scope of the GAO review was limited to CMS’s 
bid audits. In other words, the reviews we conduct are after we 
sign contracts with plans, but before the plan year is complete. The 
reviews are conducted to gather information on, and assess needed 
changes to, the bidding process for future years, which would lead 
to more complete and accurate bids from plans. 

I want to clarify for the committee that we have never intended 
the bid audits to be the mechanism by which we would comply with 
this important statutory requirement. Rather, they are one piece of 
a larger strategy to ensure the accuracy and integrity of payments 
and protect beneficiaries. 

The components of our strategy include: ensuring that bids are 
accurate up front, before the plan year begins, and before we sign 
contracts with plans; ongoing compliance monitoring throughout 
the plan year; and, a full-scale financial audit of one-third of the 
plans, once the plan year ends. 

The first element of our strategy begins with reviews we conduct 
of bids before we sign contracts with plans. Using contracted actu- 
aries and accounting firms, we thoroughly review each bid and its 
data and underlying assumptions before we sign contracts with 
plans. This process ensures that, to the maximum extent prac- 
ticable, each contract we sign results in the maximum benefit to 
beneficiaries, and accurate payments from Medicare. To fall back 
on a fee-for-service concept, we focus our efforts on paying correctly 
up front, rather than relying solely on a pay-and-chase scenario. 

The second element of our strategy includes ongoing compliance 
audits. These audits, while not financial in nature, occur through- 
out the plan year, and are designed to ensure that plans are com- 
plying with the various beneficiary protection requirements in our 
regulations. The audits are conducted largely by CMS staff on an 
ongoing basis, and are supplemented by ongoing data collection, ad 
hoc reporting, and complaint tracking mechanisms, to ensure that 
we identify and mitigate any compliance issues before they have an 
impact on our beneficiaries. 

The final element of our strategy is a full-scale financial audit of 
one-third of the plans, once the plan year ends, per the require- 
ments of the MMA. CMS has a specific plan in place to meet this 
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requirement, the elements of which have heen in place since last 
year. We will be contracting with CPA firms to review plan infor- 
mation and data regarding all elements of payments, including 
validating risk scores, claim submissions, and beneficiary out-of- 
pocket costs. 

We are currently reviewing the results of a small audit pilot, and 
will be refining our audit criteria in the coming weeks, so that au- 
diting firms can build on these findings as they begin their work. 
We have selected, and have begun notifying, the first 81 plans from 
contact year 2006 that will be audited. 

These comprehensive first-round audits will examine, in detail, 
the approved components of the plan bids, as well as data sup- 
porting payments made during the year, to ensure that Medicare 
beneficiaries in the Federal Government received what the contract 
specified and the plan promised. And, to the extent that we identify 
overpayments or underpayments as part of those audits, we will be 
recouping money from the plans. 

We are on schedule to audit the first 81 plans this fall. But, we 
have a way to go to reach the 165 audits that would be required 
to meet the statutory one-third requirement. We have identified 
funds to begin the audits from within our ongoing operations, but 
do not believe we can meet the full statutory requirement, absent 
enactment of the President’s budget request for 2008. 

I want to emphasize that this administrative funding is a critical 
component of the Medicare program, and very much appreciate 
Congress support of the President’s budget levels for these impor- 
tant oversight activities. 

In conclusion, CMS takes our auditing responsibilities seriously, 
and has plans in place and in effect to meet our statutory and fidu- 
ciary responsibilities to beneficiaries and taxpayers. I appreciate 
the committee’s ongoing interest in monitoring CMS’s efforts on 
this front, and believe that, by working together, we can support 
Medicare beneficiaries, and ensure that they can maintain access 
to the Medicare plans that meet their individualized health care 
needs. 

This concludes my opening remarks, and I would be happy to an- 
swer any questions that you may have. Thank you. 

[The prepared statement of Mr. Hill follows:] 



39 


Testimony of Timothy B. Hill 

Chief Financial Officer and Director of the Office of Financial Management 
Centers for Medicare & Medicaid Services 
On 

CMS Audits of Medicare Advantage Plans 
Before the 

House Ways and Means Subcommittees on Health and Oversight 
October 16, 2007 

Good Morning Chairmen Stark and Lewis, Ranking Members Camp and Ramstad, and 
distinguished members of the Committee. Thank you for inviting me here today to 
discuss the audit processes for Medicare private health care plans, which provide an 
important source of supplemental Medieare benefits for individuals with Medicare. 1 am 
honored to have the opportunity to describe to you how the Centers for Medicare & 
Medicaid Services (CMS) uses these important financial tools to ensure the financial 
integrity of our programs and protect our beneficiaries. 

I would like to begin my testimony this morning with a general discussion of the recent 
Government Accountability Office (GAO) report, including the steps we are taking to 
implement the GAO recommendations. The Agency's full response to the final GAO 
report is attached to the end of my testimony. Then, I would like to turn to a more 
detailed discussion of the steps that CMS takes to ensure the accuracy and integrity of the 
payments we make to Medicare Advantage (MA) plans, including how we are complying 
with the “one-third financial audit” requirement of The Medicare Prescription Drug, 
Improvement, and Modernization Act of 2003 (MMA) (Pub. L. 108-173). Finally, I will 
briefly touch upon other CMS compliance activities that compliment the audit process, 
which includes bid reviews, post-contract bid audits, and post-contract financial audits. 

GAO Report to Congress 

The GAO issued a Report to Congress in July of 2007 regarding the auditing procedures 
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in place at CMS for MA and the former Medicare+Choice (M+C) programs. The GAO’s 
study focused on annual “Adjusted Community Rate (ACR)” audits and “bid” audits of 
Medicare Advantage Organizations (MAOs) for the contract years 2001 - 2006 and 
provided CMS with five specific recommendations to improve our financial auditing 
processes. 

CMS welcomes these constructive suggestions and as reflected in our comments to GAO 
on both the draft and final reports, CMS has already begun implementing some of the 
report recommendations. For example, we have modified and documented our 
procedures for selecting MAOs and Medicare prescription drug plans (PDFs) for 
financial audits. In addition, we have begun to better document the standard operating 
procedures to clearly describe the financial audit process CMS uses in reviewing MA 
contracts at the conclusion of a contract year. CMS appreciates the time and resources 
that GAO invested in this study, and we want to be unequivocally clear today that the 
Agency is committed to continuing steadfast oversight of the MA program in the years 
ahead. 

Bid Audits 

It is important to note that the scope of the GAO review was limited to our oversight of 
the MA bid process (or in the case of the M+C program, the ACR process). The initial 
CMS review process has two parts: bid reviews and any post-contract bid audits. CMS 
believes that both serve an important purpose in enabling CMS to provide prompt 
feedback to update and refine bid processes for the subsequent year of bid submissions. 
During the bid reviews, significant errors and corrections are made to bids in advance of 
the contracting process. In contrast, the bid audits afford CMS the opportunity to 
evaluate the details of the bid development against the bid instructions and the actuarial 
standards of practice. The resulting observations and findings from the bid audits are 
used to hold MA plan sponsors specifically accountable in subsequent bid submissions 
and more generally, to determine new and clarifying guidance and training for all plans. 
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Bid audits are not financial audits, are not intended to catch significant contract mistakes 
(which are often corrected prior to bid approval during the bid review process), and are 
not intended to validate information in the contract which cannot accurately be 
determined until the conclusion of the contract year. Rather, their purpose is to provide 
prompt feedback to update and refine bid processes for the subsequent year. As we have 
seen over the past two years, the bidding process has become more refined and 
structured, particularly with regard to costs. 

While we concur with GAO that CMS does not have current authority to adjust payments 
to plans for the years under review based on the bid audit findings set forth in GAO’s 
report, we disagree with GAO that we would be able to establish such authority for future 
years through rulemaking. CMS does not believe that we could change the basic 
statutory design of the bid and payment process through a regulation, as suggested by 
GAO. According to the procedures established by Congress in the MMA, plans present 
CMS with a bid for Medicare benefits and other health care services, which serves as the 
basis of a fixed price contract for services the plans commit to provide to Medicare 
enrollees in the upcoming year. In submitting annual bids that will detennined payment 
for a full year, participating MAOs and PDFs must assume risk in committing the 
services they will offer enrollees during the contract year; CMS reviews the bids and pays 
the plans based on a payment formula in accordance with the statutory guidelines for the 
services contained within the plan’s bid. If a plan underestimates the costs of providing 
promised care to Medicare beneficiaries, it nevertheless is tied to the terms in the bid 
contract for the remainder of the program year. Conversely, plans that overestimate their 
bids run the risk of losing enrolled benefieiaries or potential enrollees to another, more 
competitively priced Medicare plan. That is, the competitive framework established by 
Congress is designed to ameliorate gaming by plans without subjecting MA plans and 
beneficiaries to mid-year corrections in payments and beneftls. Of course, if a review 
were to highlight potential fraud, that plan would be referred immediately to the U.S. 
Department of Health & Human Services (HHS) Office of the Inspector General (OIG). 
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The “One-Third” Financial Auditing Requirement 

I will now discuss implementation of the one-third audit requirement of the MMA and 
how that requirement becomes the true fiduciary eonlro! for health plans. 

The statutory requirement for financial audits for one-third of the plans every year is 
established in Section 1857(d)(1) of the Social Security Act (the Act). Prior to the MMA, 
this section required the Secretaiy of HHS to provide for the annual audit of financial 
records (including data relating to Medicare utilization, costs, and computation of the 
ACR) of at least one-third of the MAOs offering M+C plans. The MMA dropped the 
reference to the ACR and retained the requirement for annual auditing of financial 
records of one-third of MAOs. In addition, Section I860D-I2(b)(3)(c) of the Act 
requires the Secretary to provide for the annual audit of financial records (including data 
relating to Medicare utilization, costs, including allowable reinsurance and risk corridor 
costs, as well as low-income subsidies and other costs) of at least one-third of PDFs. 

In its Report to Congress, GAO suggests that CMS’ post-contract bid audits are the only 
action that CMS has taken to satisfy the statutory audit requirement. CMS concurs that 
bid audits occuiring after contracts are awarded to MAOs do not fully satisfy the 
Agency’s audit responsibilities. However, CMS never intended for post-contract bid 
audits to serve as the only audit action to fulfil! the auditing requirement. The financial 
audits for contract year 2006 described above had not yet been completed at the time of 
GAO's investigation since they can only occur after the close of the contract year and 
final payment reconciliation, but clearly such audits are a critical component of CMS’ 
plan for complying with its statutory audit responsibilities. 

Financial Audit Process 

As noted in my opening comments, CMS has a specifie plan in place to meet our one- 
third audit goals for contract year 2006 and we have always intended to fulfill the audit 
requirements with more substantive reviews than our bid review and post-contract audit 
process. The elements of this strategy have been in place since last year. 
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CMS first launched a smaller pilot audit to test and refine the criteria established for the 
financial audits for contract year 2006 MAOs. This pilot is currently under review, and 
refinements to the criteria will be forthcoming so that auditing firms can build on the 
findings as they begin their work. In September, we selected three accounting firms to 
conduct these reviews on our behalf. In the meantime, CMS is sending notification 
letters to inform MAOs from contract year 2006 that they have been selected for a 
financial audit which will commence in late 2007. (It should be noted that within each 
MAO contract there may be multiple plans that could be audited.) These comprehensive 
first-round audits are intended to examine in detail the approved components of the MAO 
bids to ensure that Medicare beneficiaries and the Federal government received what the 
contract specified and the MAOs promised. As noted earlier in my remarks, a 
comprehensive financial audit of plan actions cannot occur until the conclusion of a 
contract year and the completion of data reconciliation that plans are entitled to after that 
point. As such, our actions now are the first opportunity that CMS has to review and 
verify the results of contract year 2006 plans. 

As part of our documented standard operating procedures, CMS has developed specific 
criteria used in selecting plans for our end of the contract year financial audits. The 
criteria vary in accordance with the scope of MA and Part D benefits provided by the 
MAO and PDP. Examples of CMS’ MAO audit criteria include the amount of Medicare 
payments and beneficiary enrollment, prior significant findings, and recommendations 
from other CMS components. 

Beyond procedures for MAO audit selections, CMS also has initiated standards and 
measures for the key elements that will govern the audit itself and enable CMS to meet its 
objectives in conducting the financial audits. The elements that will be evaluated in the 
post-contract year financial audits include; 


Solvency: CMS plans to evaluate a MA or PDP organization’s ability to bear the 
risk of potential financial losses for services performed or determinations of 
amounts payable under the contract. 
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• Risk Score Review: CMS financial audits will verify that the accuracy of a 
MAO’s self-reported diagnosis data by reviewing medical records and cross- 
referencing these records with the reported diagnostic code (e.g., lCD-9 code). 

• Related Party Transactions: CMS audits will review a MAO’s significant 
business transactions to identify related party transactions and determine if the 
transactions were reported appropriately. In addition, the audits will verify that 
claimed costs associated with related organizations (parties) of the MAO are 
accounted for on a cost basis, do not exceed the price of comparable services, 
facilities, or supplies that could be purchased elsewhere, and are allocated to the 
MAO on an equitable basis. 

• Part D Costs and Payments: CMS will review the three prospective payment 
mechanisms for Part D: direct subsidy, low income subsidy, and reinsurance 
subsidy, as well as any applicable risk sharing adjustments by obtaining the 
prescription drug event (PDE) data and tracing the information to the MAO’s 
supporting documentation to ensure that reported costs were appropriate. 

• Direct/Indirect Renumeration (DIR): CMS will obtain discounts, rebates, and 
other price concessions reported by plans (i.e., Direct/Indirect Renumerations) 
and trace the information to the MAO’s supporting documentation to ensure that 
amounts from the contract year were reported accurately with a reasonable 
allocation methodology. 

• True Out of Pocket Cost (TROOP): Audit procedures will verify whether 
PDFs and MAOs are calculating TROOP accurately. 

Medicare Integrity Program Funding 

The CMS post-contract financial audit process is funded through the Medicare Integrity 
Program. We are currently on schedule to begin audits of 8 1 MAOs from contract year 
2006, which clearly does not meet the one-third audit requirement (meeting that 
requirement requires audits of 165 plans). The enactment of the President’s Budget 
Request will help us meet that goal. As you know, CMS has requested funding in fiscal 
year (FY) 2008 to meet the one-third audit requirement. I want to thank you and your 
colleagues in Congress for supporting this request in the current House and Senate 
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appropriations for CMS, and emphasize that this administrative ftinding is a critical 
component of the Medicare program. 

Other Compliance Activities 

In addition to the financial audit process, CMS protocols for oversight of MAOs include 
a rigorous application and bid review process, which helps ensure that enrollees have 
adequate access to health care services, and that beneficiaries are not discriminated 
against in any way. CMS conducts routine and targeted audits of plans to verify 
compliance with established performance measures and tracks complaints systematically 
throughout the benefit year. When MAOs are found out of compliance with program 
requirements, CMS can employ a range of enforcement tools such as required corrective 
action, suspension of enrollment, suspension of payment for new enrollees, civil- 
monetary penalties, and termination of the plan’s involvement in the Medicare program 

To further support compliance efforts, on May 21, 2007 CMS issued a proposed rule to 
strengthen current oversight requirements and penalties for MAOs as well as Part D 
PDFs. In the proposed rule, CMS proposes changes to existing regulatory protocols, 
including: 

• New steps to help expose potential fraud or misconduct through mandatory self- 
reporting of compliance violations; and 

* Modifications to streamline the process relating to intermediate sanctions and 
contract determinations (including terminations and non-renewals) and to better 
clarify the process for imposing civil monetary penalties. 

These revisions will help strengthen the existing range of compliance actions available to 
CMS when plans violate program requirements and contract provisions. 

Conclusion 

CMS takes its auditing responsibilities seriously and has plans in place and in elTect to 
meet its statutory and fiduciary responsibilities to beneficiaries and taxpayers. We 
believe our complete auditing procedures, which include bid reviews, post-contract bid 
audits, and post-contract financial audits, will support Medicare beneliciaries by ensuring 
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that they can maintain access to Medicare plans that meet their individualized health care 
needs. 

I appreciate this Committee’s ongoing interest in monitoring CMS’ efforts to uphold the 
integrity of all Medicare programs. CMS remains steadfast in its commitment to 
maintaining the highest level of accountability for the Agency’s financial resources and 
will work to improve our financial management performance in all areas. Through the 
work of our partnerships with MAGs and PDFs and the audits of their plans, we can 
ensure that seniors and disabled persons get the necessary support and care they need to 
stay healthy, so as to enjoy enhanced wellbeing and quality of life. 


Chairman STARK. Well, I want to thank the witnesses. I am just 
going to ask, Mr. SteinhofF, if — I guess all my colleagues have a 
copy, or can see the chart. Can you just briefly explain to us 
what 

Mr. STEINHOFF. Okay. By all means. 

Chairman STARK. — what the chart was designed to 

Mr. STEINHOFF. It is really to show the degree of audit cov- 
erage here. And we have gone through, for each of the 6 years, 5 
years of ACR audits, 1 year of bid audits, and determined the per- 
centage of the organizations — and by organizations, we mean con- 
tracts — that were audited. 
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As you can see, the percentage of audits has declined. We will 
caveat that 2006 was not, in fact, complete. These were the bid au- 
dits. And Mr. Hill mentioned the other component, which was not 
really in place when we were performing our work. 

As you can see, the percentage of contracts audited has stayed 
around 20 percent for several years, then dropped down to 18.6 
percent for 2005. And, as of today, for 2006, it rests at 13.9 percent. 
I will say that, in contract year 2000, which we covered in our 2001 
report, CMS did meet the 33 percent requirement. But the bulk of 
those audits were done by the inspector general. The inspector gen- 
eral did 53 of 80 audits. So CMS did, in fact, meet the require- 
ments then, and it has gone down since. 

If you go to the second chart, it gives you an idea of what this 
means, in terms of plans. Maybe I have jumped ahead here on this, 
if you all haven’t got that chart. But when we’re speaking about 
auditing, and we’re speaking about auditing contracts typically, 
contracts have multiple plans, ranging from 1 plan to 170 plans on 
1 contract. The average is about eight plans per contract. 

So, for the 2006 bid audits, which are at the bottom of that chart, 
there were 4,920 plans. If you look at the previous chart, there 
were 80 organizations audited. Of those 80 organizations, they had 
almost 1,200 plans, and CMS audited 159 of those plans, giving 
you an audit rate of 3.2 percent of the plans. 

Now, CMS is measured based on organizations. But just to be 
clear what the magnitude of the auditing is, CMS audited roughly 
3.2 percent of the plans, so far, for 2006. And you will see for the 
other years, it declined each year, from 22 percent of the plans in 
2001, down to 5.3 percent of the plans in 2005. 

Mr. Hill mentioned the resource issue. If you go back to the first 
chart — hope I am not going too fast on this — you will see that audit 
resources are not high, and that, in fact, they went down for 2006. 
So you’ve got a program that was dramatically growing, more bene- 
ficiaries, more cost, less being spent on the audits, and you’re talk- 
ing about audit costs in the range of $3 million per year for a pro- 
gram that is now $60 billion to $70 billion. 

So, that is, in a nutshell, what we found. CMS didn’t meet the 
audit requirement in any year. And, depending on how you slice 
and dice it, the audit rate for plans was about 3.2 percent, to date, 
for 2006. 

Chairman STARK. Thank you. You mentioned — and I’m just 
going to run through a couple of items here, Mr. Steinhoff — you 
mentioned that you performed audits, or that — I am sorry, that the 
inspector general has performed audits, the HHS inspector general 
has performed some audits, of additional MA payments. 

And the — ^you might, in response, let us know what the inspector 
general found, and whether or not the inspector general should be 
involved in this auditing process, and whether, if they found money 
owing, there was any effort to recover it. That is one issue. 

There has been some difference of opinion between you and CMS 
as to whether there is legal authority to seek financial recoveries. 
You believe it does. You might want to comment on whatever 

Mr. STEINHOFF. Okay 

Chairman STARK. Well, let me finish. Any statutory changes 
that you think might be made that will clarify this matter, if it is 
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needed, I think we would all be interested in your opinion as to not 
only what might be wrong, but what we might do to correct this 
in the future. 

And you might also — for those of us for whom audit is something 
that ends up at the end of a corporate annual report, or what we 
have to do for the IRS if we don’t do our tax returns right — I think 
these audits are somewhat different than the financial audit that 
many of us — you might enlighten the committee a little bit as to 
what is in the audit. 

So, that is a broad range of topics. If you could briefly address 
those, I think it would be helpful to the members. 

Mr. STEINHOFF. Okay. Let me start, Mr. Chairman, with your 
first question. And I think you are referring to the Benefit Im- 
provement Protection Act audits. There were 6 such audits done of 
the 2001 payments. This is where the organizations were entitled 
to receive additional funds. 

The IG covered six different plans, amounting to $88 million in 
additional payments, and questioned $29 million of the $88 million. 
Basically, their findings zeroed in on what they thought was a lack 
of documentation that the capitation payment increase was justi- 
fied, or that additional direct medical care had been provided. No 
action was taken to recover any amounts. The IG did recommend 
that amounts be paid back to CMS by the carriers. One of the com- 
panies audited is here today, Humana. They were one of the six. 
Humana of Texas was audited. 

The audited $14.4 million of additional payments to Humana 
under that Act, and the IG questioned $10.5 million of those 
amounts. But as we found for any audit where a number was tied 
back to the audit, CMS did not act to recover or require anything 
to be done. 

Getting to your second question on statutory changes, I believe 
that we and CMS are at a stalemate here. We believe that there 
is nothing in the law that precludes them 

Chairman STARK. We have been in a stalemate with them for 
years. 

Mr. STEINHOFF. Well, we believe there is nothing in the law 
that precludes CMS from placing in their regulations, and then in 
their contracts, provisions that would say, “This is what we are 
going to do if we find something wrong.” 

They believe they don’t have the authority to do it. So, when you 
get in that position, I think it is probably best for it to be resolved 
by the congress through a specific provision that would say yes or 
no. I have noted that the IG, when does the work to identify the 
impact of a problem, it does call on either the plan to return the 
money, or CMS to collect something. And that’s the same position 
that GAO is taking. You’re doing an audit, you’re finding some- 
thing. This isn’t just an academic exercise to help the company pre- 
pare a better bid later on. There has to be more to it. 

But I think it would be very important to really resolve this and 
I think, this hearing is perhaps a good starting point for beginning 
a dialogue on exactly what the congress wishes to get out of this. 

With regard to your third question, for the ACR audits — those 
were the ones for 2001 to 2005 — CMS had CPA firms apply agreed- 
upon procedures. This is a complex academic — American Institute 
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of CPA’s jargon and Government Auditing Standards terminology, 
but these audits were done under what are called the attestation 
standards. They are not a financial audit, but they are a profes- 
sional audit under professional standards. 

What the auditor is doing is auditing what you have asked them 
to audit, and nothing more. So the auditors were asked to find 
whether there were any problems in the preparation of the bids. 
They were not asked to make a determination for 2001 through 
2004 or 2006, as to what is the dollar impact of what they found. 
So, they are agreed-upon procedures. 

For 2006, CMS shifted to the bid audits. And Mr. Hill makes the 
point that CMS has plans for additional at some time in the future. 
But, to date, what CMS has done what they call bid audits. And 
those bid audits are actually actuarial reviews. There is a lot of in- 
depth requirements that are placed on the organizations in pre- 
paring bids. It looks like there is quite a bit of rigor. 

I am not an actuary myself, but Medicare Advantage Organiza- 
tions have got to really provide a lot of information to CMS. CMS 
makes a bid review, which is a desk-type review, and for 13.9 per- 
cent of the contracts, and they made an actuarial review. These are 
not audits in the same sense as you know audits, and everyone 
knows audits from financial auditing. But there was some rigor to 
them, and they are an actuarial study. I hope that answers all your 
points. 

Chairman STARK. Thank you. And I would just briefly ask Mr. 
Hill — and I apologize to my colleagues, but perhaps this will set the 
stage for future questions — do you agree, Mr. Hill, that, in what- 
ever manner we do it, either you all do it at CMS by regulation, 
or we write into the legislation that you do it, that it would be a 
good thing for CMS to recover funds that somebody determines 
were paid in error? 

Mr. HILL. It is more than a good thing, sir. It is the thing that 
we need to do to fulfill our fiduciary obligations. 

And I would just note for a moment, just to — I am not quite sure 
we are at stalemate, I am not sure that is the word I would use. 

Chairman STARK. Okay. 

Mr. HILL. I think the issue here is where do we begin to take 
that money back. And the issue is, do you take it back on a bid 
review during the middle of a plan year, or do you do it once — a 
full-scale financial audit at the end of the year, when all the 
records are settled, and you could do a full review, as you said, of 
the benefits that have been delivered, and the records that we have 
gotten from the plans, do you take it back then? 

I think it is our contention that it is best to take it at the end 
of the audit, than in the midst of the plan year, when there would 
probably be an impact on beneficiaries. 

Chairman STARK. The other question that I would direct you — 
and at least my interest, I do not know about my colleagues — but 
in all of the — if we cut through a good bit of the plans’ sales pitches 
and the audit actuarial language, we are supposed to believe that 
paying some amount in excess of fee-for-service rates to these plans 
results in additional benefits to the members of the plans, to the 
beneficiaries. 
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Many cases, there are lower premiums. That is easy to figure. I 
mean, if I am paying $30 a month for Part B, or 40 or 90, and 
somebody offers to give it to me for 10, I have saved some money. 
I think I can understand that. The problem is, we find that many 
of the plans, they kick up the copays subsequently, so that the first 
cost may not be the last. 

But we have been unable, whether you know or not, to determine 
with any accuracy how much — first of all, what benefits are actu- 
ally provided by these plans. They tell us what benefits are offered, 
but they don’t tell us whether any of the beneficiaries actually take 
up their offer. I mean, you know, they may be offering Viagra to 
every member, but if people don’t line up to get the pills, it doesn’t 
cost the plan anything. 

So, it would seem to me that it would help us — and perhaps even 
you — to know what each plan actually spends, relative to the 
amount over 100 percent we are paying, and whether these bene- 
fits were used or not used. 

That all seems to be hidden, or buried under the idea that it is 
proprietary and secret. And — ^but basically, we have not been able 
to find out. I don’t even know if you can find out. I hope so. 

But do you think that it would be reasonable for us to have that 
information in some detail with each plan, so that we know what 
actual extra benefits, other than the standard Medicare health ben- 
efits, are being offered and used, and how much the plans are pay- 
ing for them, so we have some idea whether we are paying the 
plans appropriate amounts? 

Mr. HILL. I 

Chairman STARK. Does that trouble CMS in any way? 

Mr. HILL. I think the issue here is not so much understanding 
what plans are providing to beneficiaries. The question is reason- 
able, sort of taken on its face. 

From my perspective, not getting into a discussion of whether or 
not we should be paying plans what we are paying, and how are 
they using their benefits, the one thing I can tell you — we can say, 
and we will be able to say with some definitiveness — is, to the ex- 
tent that a plan has told a beneficiary, “These are the services that 
I offer, and this is the benefit that you are getting for the premium 
that you pay,” at the conclusion of these audits we are going to be 
able to say if the plan has provided those benefits, or if they have 
not. 

Now, that, I do not believe, gets to your question of, you know, 
that marginal percentage above the fee-for-service payments, how 
does that work, and I think that is another level of sophistication 
to the analysis that the audits will tell you. So, an audit, yes, will 
be able to say, “Did they deliver what they said they would de- 
liver?” 

The other issue, just to keep in mind, is, to the extent that dur- 
ing the year, if there is a beneficiary who says, you know, “I have 
signed up for this plan, and it is offering a copay of $5, and they 
are charging me $10,” that is an action we would take during the 
year. I mean, if a beneficiary were to call up, say, “They are charg- 
ing me the wrong premium, they are charging the wrong copay,” 
that is a compliance action we would take immediately. 
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Chairman STARK. I want to talk about getting in touch with 
that compliance 

Mr. HILL. I understand. There is more coming 

Chairman STARK. Well, I have overstayed my welcome here, 
and I would like to give Mr. Camp a chance to get into this. Thank 
you both. 

Mr. CAMP. Well, thank you very much, Mr. Chairman. Obvi- 
ously, Mr. Hill, with the GAO’s report that CMS has failed to meet 
this one-third requirement — and your testimony confirms that — I 
guess what I would like to try to understand is why CMS has 
failed to meet the statutory requirement. 

And, from what I understand of your testimony, you do not be- 
lieve you have the legal authority to recoup funds once determined. 
Is that correct? 

Mr. HILL. No. Well, sort of correct. I think the area of disagree- 
ment here between us and the GAO is when we do an audit of a 
bid during the middle of a plan year — so we have looked at the bid, 
we have already signed a contract, and we have looked at the bid, 
and we find that some underlying assumption there, either it ac- 
cretes to the benefit of the government, or accretes to the benefit 
of a plan, should be somehow — make that adjustment, either pay 
more money to the plan, or take money back from the plan in the 
midst of the plan year. 

Mr. CAMP. Well, I am not interested. I know the timing issue. 
Let us assume this is done at the end of the year. 

Mr. HILL. We have no 

Mr. CAMP. What authority do you need, or resources do you 
need, to comply with this statutory requirement? 

Mr. HILL. In terms of recouping the money, I do not believe we 
need additional authority. We believe that the statute is fairly 
clear, in terms of the requirement for the audits, and the fact that 
we can recoup money, to the extent that the audits show there is 
an issue. 

With respect to actually carrying out the audits, to do — you 
know, to spend the money — and I respect the GAO’s analysis 
here — the one-third financial audits that we are going to undertake 
as part of MA and MAPD post-MMA are quite more expensive than 
what we have done in the ACR side. And the President’s budget 
has made a request for the last 2 years above our amounts, and 
it is quite substantial, but it is one I know that Congress is 

Mr. CAMP. So you are telling us the type of bid review required 
is more complex than what was required under previous law. 

Mr. HILL. Oh, absolutely. The one-third financial audits are 
much more 

Mr. CAMP. And tell me how the resources have grown as that 
complexity has increased, and, in fact, as it looks as though the 
number of organizations offering Medicare advantage plans has in- 
creased. 

Mr. HILL. Right. I mean, and I think it is a fair assessment that, 
to do the ACR audits that we conducted, in the limited capacity 
that we did them, was a $3 million to $5 million exercise. 

When we are talking about auditing one-third of the MA and 
MAPD plans, we are talking about a $30 million exercise to get 
into the level of detail that we need to get into to validate risk 
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scores, to validate the claims data that we are getting into, to look 
at all the information that the plan has provided. It is a much 
higher level of rigor that we need to do. 

Mr. CAMP. Have the number of auditors grown at your disposal, 
or are these bid out? 

Mr. HILL. It is bid out. 

Mr. CAMP. And has that ability — obviously, with the resources 
remaining fairly constant over the last 5 years, that ability to in- 
crease the number of auditors has not been there. 

Mr. HILL. Right. I mean, we have found money within our base 
to be able to fund the things that we have funded to date. But we 
recognized, sort of on a going forward basis, we are going to need 
more resources. 

Mr. CAMP. Now, the $34 million from 2003 has not been re- 
couped. It is unclear to me why that has not been recouped. Be- 
cause you say that there is really no problem there. 

Mr. HILL. Well, again, this gets to the issue of — and this is com- 
plicated enough that it gives me headaches sometimes — prior to the 
MMA, when we are looking at the ACR audits 

Mr. CAMP. Yes. 

Mr. HILL [continuing]. And the audits of the adjusted rates, and 
how the plans told us they were going to spend the money on the 
extra benefits, on those issues, for the ACR audits, we do not be- 
lieve we have the authority to go back and recoup that money. This 
is why there has been no action taken on plans in the $34 million 
that is there. We do believe, however 

Mr. CAMP. So you feel you need statutory authority from Con- 
gress to go back and recoup the money, pre-MMA? 

Mr. HILL. If it was Congress’s intention for us to do that, we 
would need 

Mr. CAMP. Okay. But post-MMA, you feel you have the legal au- 
thority to conduct the bid reviews, if you have the resources to do 
it, and recoup those funds? 

Mr. HILL. Correct. 

Mr. CAMP. All right. Thank you. And it is your sense that, be- 
cause the complexity of the audit process has increased, that you 
need more resources in order to adequately perform your statutory 
obligations? 

Mr. HILL. Yes, sir. 

Mr. CAMP. All right. Thank you. Thank you, Mr. Chairman. 

Chairman STARK. I was not being facetious when I suggested to 
the ranking member that, if you collected this money, perhaps you 
could use it to hire additional resources, or charge the plans a fee 
to audit them. That would be 

Mr. CAMP. I think there are requirements as to where the re- 
couped money goes. 

Mr. HILL. The money goes back to the Medicare trust fund, sir. 

Chairman STARK. Well, it comes out of there 

Mr. HILL. I understand. 

Mr. CAMP. That could be a statutory change, also. 

Chairman STARK. Sure. Chairman Lewis. 

Mr. LEWIS. Thank you, Mr. Chairman. Mr. Cosgrove, in 2003, 
is it correct that CMS estimated that there were $96 million in 
overpayments to the organization? Is that correct? 
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Mr. COSGROVE. Yes it is, Mr. Chairman. 

Mr. LEWIS. Could you tell Members of the Committee, is there 
similar data for other years? 

Mr. COSGROVE. No. When we conducted this review, it was in 
terms of a comprehensive look at 1 year. That was what CMS had 
completed. 

Mr. LEWIS. Well, should CMS be required to provide informa- 
tion, this data, for each year? What is the position of GAO? Should 
that information be forthcoming? 

Mr. COSGROVE. Yes, it should be part of the audits. When we 
issued our report in 2001, we recommended that CMS require the 
auditors to quantify what the impact would be on beneficiaries and 
the program. And, at that time, CMS said that it would do so. In 
fact, CMS did not, for several years, amend the instructions for the 
auditors, to require them to do that kind of quantification. It was 
for 2003 that CMS hired a separate contractor to go back and look 
at all the individual auditing reports. And at that time, the con- 
tractor came up with that amount of money for 2003. 

Mr. LEWIS. Do you think it should be the responsibility of CMS, 
or should there be an attempt to recover some of this $96 million? 

Mr. COSGROVE. Certainly the auditors identified overstate- 
ments, that CMS should have tried to recover. So, yes. 

Mr. LEWIS. Mr. Hill, how does CMS decide which law it will or 
will not comply with? 

Mr. HILL. Sir, we make every effort to comply with every law. 

Mr. LEWIS. Do you think you have complied with the law? 

Mr. HILL. I mean, I do not think there is any way I can say to 
you that we have complied with the one-third audit requirement 
from 2001 to 2005. 

Mr. LEWIS. Mr. Hill, let me ask you. Has CMS ever sanctioned 
a plan in the Medicare Advantage program? 

Mr. HILL. Yes 

Mr. LEWIS [continuing]. For a payment issue or improper bid? 
Have you ever sanctioned one organization, just one? 

Mr. HILL. For an improper bid? 

Mr. LEWIS. Improper bid, or overpayment. For a payment issue. 

Mr. HILL. Not for a payment issue, no. 

Mr. LEWIS. What about an improper bid? 

Mr. HILL. Well, the sanctions that we have imposed, whether 
they be some monetary penalties, or suspending enrollment, or up 
to termination, have been largely due to larger scale contract viola- 
tions, either not delivering the services that they said they were 
going to deliver, or denying access to beneficiaries, or being insol- 
vent, marketing violations such as the private fee-for-service issues 
that we have talked about here before. 

But specifically to a payment issue, I think it would be hard to 
articulate just a payment issue. 

Mr. LEWIS. Well, just so we are clear, just over three percent 
of the plans are audited. Audits are not completed until a year 
after they are conducted. CMS apparently does not even look at the 
audits that are conducted. And not one sanction action or any other 
penalty has ever been issued for an improper bid. 

Can you honestly say that you think these audits serve as a de- 
terrent? Or look like an invitation for big trouble, real trouble? 
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Mr. HILL. I understand your question, sir. And, based on the 
numbers that are up there from the GAO, I can appreciate your 
frustration. 

I think the issue for me is to be able to articulate for 2006, for 
this plan year, post-MMA, now that the MMA is in full operation, 
that the audit and the oversight activities that we have ongoing en- 
compass more than just the bid reviews that are articulated here 
by the GAO. 

So, my answer to your question is, yes, I do think that the infra- 
structure that we have put in place, from the bid reviews to the 
one-third audits, to the ongoing compliance reviews we do with 
plans, do put in place a deterrent effect, if you will, for plans, to 
be sure that they are bidding appropriately. 

Mr. LEWIS. Who is protecting the beneficiaries? 

Mr. HILL. We are, sir. We are trying. 

Mr. LEWIS. Do you have an agency? Do you have a person? Do 
you have an office within CMS that is protecting and looking out 
for the beneficiaries? 

Mr. HILL. There are a couple of ways to answer that. I mean, 
there are two ways to answer that question. The first, and the most 
direct, is the MMA required us to have — and we do have — a Medi- 
care beneficiary ombudsman, if you will 

Mr. LEWIS. What is the size of that office? 

Mr. HILL. I have those facts, I don’t have them at my finger- 
tips — 

Mr. LEWIS. What is the personnel make-up? What is the budg- 
et? 

Mr. HILL. I can get you that information for the record 

Mr. LEWIS. You are telling me you don’t know the staff make- 
up of that office? 

Mr. HILL. I don’t have 

Mr. LEWIS. The budget for that office? Can someone at GAO tell 
me? 

Mr. STEINHOEE. No. 

Mr. LEWIS. It is my understanding that the staff is about 34 
people, and to represent 43 million disabled people, senior citizens. 
Only 34 people? That is nonsense. And the budget is only, what, 
$1.6 million? You should be able to do better, much better. 

Mr. HILL. If I might. Congressman, the second part of that equa- 
tion is not just the ombudsman office, but the ongoing compliance 
and oversight activity that is taking place by the plan managers in 
the regions, by the separate program integrity contractors that we 
have contracted with to oversee these plans, the 

Mr. LEWIS. Are you telling us that you have enough resources 
to look out for our seniors, to look out for the people that are taking 
part in this program? 

Mr. HILL. I believe that we have enough resources to watch out 
for the seniors in this program. 

Mr. LEWIS. Thank you, Mr. Chairman. 

Chairman STARK. Mr. Becerra. 

Mr. BECERRA. Thank you, Mr. Chairman. Thank you for your 
testimony today. 

Mr. Hill, I am not sure if there is any other way to put it but 
to say that CMS should be embarrassed by what we are hearing 
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today. I do not know if any senior who is trying to figure out 
whether to make a payment for a copay, or figure out how to take 
care of a premium payment for his or her Medicare benefits to 
which he or she contributed years worth of taxpayer dollars while 
they were working, could sit and watch this and say, “I am strug- 
gling to figure out how to pay for that prescription drug or for that 
next doctor visit, and here I hear that CMS has failed to collect 
millions upon millions of dollars that were overpaid,” for which 
they received nothing. 

I hope that you are sufficiently impressed by the questions and 
the concern expressed by members on this panel, that the next 
time we have a chance to talk with CMS, that we will see some 
significant change. 

You have mentioned that you need more resources. Is your 2008 
budget request going to reflect that need for more resources to do 
the auditing oversight responsibilities that CMS has? 

Mr. HILL. It absolutely does, and both the House and Senate ap- 
propriations committees have considered that request. And, to the 
extent they go through and get enacted, we should be okay. 

Mr. BECERRA. With regard to the statutory authority that you 
possess, according to CMS’s opinion, to collect monies for — in the 
particular case of pre-MMA overpayments, that is pre-2003 over- 
payments, are you proposing to the administration that it seek, 
through this Congress, the authority to go after any overpayments 
prior to 2003? 

Mr. HILL. No, sir, we are not. 

Mr. BECERRA. Are you planning to ask the Congress 

Mr. HILL. I am not aware that we are. We can go back and con- 
sider that. But from 

Mr. BECERRA. Would you support this Congress giving you the 
authority to go after overpayments dating before 2003? 

Mr. HILL. I think it is something we would need to talk about, 
because, quite frankly, some of those plans are no longer in the 
program. 

Mr. BECERRA. For those that are? 

Mr. HILL. Right. 

Mr. BECERRA. Do you support it? 

Mr. HILL. I need to defer, sir. I would need to go back and 

Mr. BECERRA. Is there a reason why you wouldn’t want to sup- 
port a repayment of taxpayer dollars that went to plans that did 
not provide a service? 

Mr. HILL. If it is true that plans have not provided services that 
they said they were going to provide, we would absolutely want to 
go back and recoup that money. 

Mr. BECERRA. So, you would support having the authority 
given to you by Congress to go ahead and review pre-2003 plans 
that may have — may have — overcharged? 

Mr. HILL. To the extent that they have delivered benefits — or 
not delivered benefits they said they were, absolutely. 

Mr. BECERRA. So you would 

Mr. HILL. I don’t mean to be 

Mr. BECERRA [continuing]. Support having the authority to do 
pre-2003 audits? Yes or no? 
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Mr. HILL. I would — I don’t know that I can make that commit- 
ment, sir. 

Mr. BECERRA. Okay. That is why I think you should he suffi- 
ciently embarrassed. Because if you can’t tell the American tax- 
payers, American seniors, that you believe that the government 
should have the authority to recoup monies that were overpaid, it 

is 

Mr. HILL. I think that is the issue, that there is the notion of 
whether or not it is a strict overpayment. 

Mr. BECERRA. Well, wait a minute. If you don’t request the au- 
thority to audit and recoup, how can you ever get the money back? 
If you don’t ask us to give you the authority to go after that money, 
you are telling the taxpayers, “It is okay,” that, “We know that we 
overpaid using your taxpayer dollars, but we don’t want to go after 
it.” 

Mr. HILL. I can appreciate what you are saying, sir. I just — 
there is some disagreement as to whether or not the nature of 
those audits, and what they found, that they represented any true 
overpayment. 

Mr. BECERRA. And I understand that point. I don’t want to be 
overzealous in my questions. I do understand that point. But my 
question is very simple. It is a very innocent question. 

Mr. HILL. Well, let me answer it very simply, and sort of — ^you 
know, I am the CFO for the agency, I am not the program manager 
for Medicare Advantage, I don’t sign those contracts. 

I will tell you, as the CFO, to the extent that there is an overpay- 
ment, I want to go back and collect that overpayment. 

Mr. BECERRA. That is fair. And I think many of us can inter- 
pret that as saying that we should give you the authority, then, to 
go after anything that was overpaid back before 2003. 

Now, let me ask this. Going forward, is there any reason why we 
should hear you say that — CMS say — that it does not have the au- 
thority, statutory authority, to do a full audit, and any subsequent 
actions to recoup overpaid dollars? 

Mr. HILL. No, sir. I believe we have that authority. 

Mr. BECERRA. Okay. Mr. Steinhoff, at one point you seemed to 
have heartburn at one of Mr. Hill’s responses. I think it had to do 
with the 2003 — pre-2003 — overpayments. And maybe it was on 
something else. 

Let me ask this. Do you believe that you are — and I will end with 
this, Mr. Chairman, because I know my time has expired — do you 
believe that you are receiving the cooperation from CMS that you 
need in order to be able to conduct sufficient oversight of CMS, and 
also then to make the appropriate recommendations to CMS on 
how to proceed, in making sure we are preserving taxpayer dollars? 

Mr. STEINHOFF. Yes. In looking at this particular issue, let me 
go back to our first review of this program, which covered 2000. 

At that time, we were told by CMS that it planned, as part of 
the audit process, to quantify the effect of any audit findings. And 
we recommended that it do exactly that. In our view, the intent of 
quantifying the impact was to do something with the result. 

CMS did not act, did nothing for 2001, 2002, 2003, 2004, or 2005 
to ever change its regulations, to ever change its contracts. Went 
back for 2003, and did some work, but didn’t take any action, other 
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than telling the organizations that were audited, “We found these 
problems.” Didn’t do anything with the six audits by the IG, and 
showed no intention, during our review, of ever doing anything 
with the results. 

I would agree fully with Mr. Hill, in his earlier response to you, 
when he said, “If we find an overpayment, based on benefits deliv- 
ered or costs not incurred, we will go back and recoup it.” Well, if 
you look at the audits done between 2001 and 2005, none of those 
audits were directed at determining whether there was an over 
payment. They were directed at looking at a bid, or a proposal. And 
when they found problems with the proposal. They did not know 
whether or not the actual results were better or worse than the 
proposal. 

So, you have to, one, design the audit in a proper manner to get 
a result, and to, in fact, hold the plans accountable to the American 
taxpayer. And then, two, have a very clear set of actions to go back 
and follow up. And that is really, I think, the differences that we 
and CMS have had all along. 

Mr. BECERRA. Thank you. Thank you, Mr. Chairman. I yield 
back the time. 

I do want to make the point, Mr. Chairman, that this is a — we 
hope to be able to do oversight over all of Medicare, not just Medi- 
care Advantage; Medicare fee-for-service as well. This is not an at- 
tack on one type of plan or another. It is to preserve Medicare for 
seniors who are on Medicare. Thank you, Mr. Chairman. 

Chairman STARK. My distinguished friend from Texas, would 
you like to inquire? 

Mr. JOHNSON. Thank you, Mr. Chairman. I appreciate that. 

I am wondering. It is my understanding that the GAO report 
found that Medicare Advantage audits conducted in 2003 yielded 
a net overpayment of roughly $35 million. Did you find any in- 
stances where the plans were, in fact, underpaid, resulting in en- 
rollees receiving additional benefits they wouldn’t have otherwise 
received, if the bid were calculated correctly? 

Mr. STEINHOFF. Yes. What the audits showed were that there 
were overstatements and understatements. The $35 million num- 
ber that was computed by CMS was made up of $64 million of 
overstatements, and $29 million of understatements. 

If you shift to the work that was done by CMS’s contractor, who 
CMS had come in to review the audits, they found — and Mr. Lewis 
used this number — $96 million of overcharges, $37 million of un- 
dercharges. And this contractor was looking at, in this case, the ad- 
justed community rate proposal. None of this is actual cost, getting 
back to Chairman Stark’s initial questions. This is based on the 
rate proposal. 

So, there were both overcharges and undercharges, based on the 
audits. 

Mr. JOHNSON. So your 35 net is net out. 

Mr. STEINHOFF. If a net number, yes. Correct. 

Mr. JOHNSON. Okay. Do you know if those companies were ever 
coming back for the 

Mr. STEINHOFF. Nothing was done to collect, or to provide for 
or to require any additional benefits. 
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Mr. JOHNSON. Earlier this year, GAO reported 21,000 Part B 
providers, many of them physicians, are collecting federal Medicare 
payments while owing billions. What is CMS doing to address that 
issue? 

Mr. HILL. We have — after the GAO report, we have been now 
working with the Department of the Treasury and Financial Man- 
agement Service, as well as the IRS, to implement the tax levy off- 
set program for Medicare, so that we are sharing our data on an 
ongoing basis with the Treasury Department, so that, before we 
make payment, or as we make payment, we are being sure to offset 
payments to the extent that physicians, owe taxes, or — physicians, 
or any other provider, I would say. 

Also, back to the Medicare Advantage issue, those plans already 
are subject to the tax offset process. So, to the extent that Medicare 
Advantage, or a Part D plan has tax debt to the IRS, those monies 
are recouped before we make payments. 

Mr. JOHNSON. Well, you know, following up with what Mr. 
Becerra was talking about, you’ve got from 2001 to 2005, really, 
overpayments that haven’t been recouped. What are you all going 
to do about it? 

Mr. HILL. Well, as we have discussed here, I think the Agency’s 
position — or I know the Agency’s position — at this point is that the 
audits are going to be closed out. We are going to look at each of 
the individual audits, and are looking at each of the individual au- 
dits, to be sure that, to the extent a plan misrepresented the infor- 
mation that had been provided, or was somehow trying to game us, 
as opposed to just an honest error in the system, we are going to 
make the appropriate referrals to the GIG, or to others, to the ex- 
tent that we want to pursue action that way. 

But we are — it is not our intent, right now, to go back and try 
and recoup those overpayments, because 

Mr. JOHNSON. Well, what are you going to do about this year, 
then? 

Mr. HILL. For 2006, for the plan year beginning the first year 
of the MMA, if you will, the Medicare Advantage and Part D pro- 
grams, we have put in place a process to be sure the bids — unlike 
the proposals we got in the ACRs, we are now reviewing bids as 
they come in, before we sign a contract, to be sure that they are 
appropriate. 

And at the end of the plan year, as the GAO has indicated, we 
are going to look at actually the benefits that had been provided, 
the services that the plans provided, the information that they gave 
us to support their risk scores and other payments, do a full scale 
audit of those, and recoup overpayments, to the extent that we find 
them. 

Mr. JOHNSON. So, you will take care of the people who were 
underpaid, and you will take care of the people who were overpaid? 

Mr. HILL. Yes, sir. It is a symmetrical 

Mr. JOHNSON. Guaranteed? 

Mr. HILL. Well, that is the approach now. I — hopefully 

Mr. JOHNSON. Okay, thank you very much. Thank you, Mr. 
Chairman. 

Chairman STARK. Thank you, sir. Mr. Doggett. 
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Mr. DOGGETT. Thank you. Thank you for the audit that you 
conducted. I think it is very helpful. 

And, Mr. Hill, if I understand the answer that you just gave my 
colleague from Texas, what is it that you’re not going to go back 
and recoup now, for the taxpayers? 

Mr. HILL. I think that the GIG has identified an amount that 
we now agree, about $34 million 

Mr. DOGGETT. We can just write that off? 

Mr. HILL. We don’t believe that it is a debt that is owed. 

Mr. DOGGETT. You don’t believe it’s a debt that is owed? 

Mr. HILL. That is correct. 

Mr. DOGGETT. Well, in addition to the tens of millions of dollars 
pointed out in this audit, the CMS attitude has been, “We might 
not have authority, but we are not going to bother asking for any 
authority.” 

I asked back at the July hearing about the $100 million that 
CMS paid to these Part D plans for retroactive coverage for dual- 
eligibles who were never told that they — in a timely way — that 
they had the coverage. And I have been asking for documents 
about that $100 million that may well have been wasted, in addi- 
tion to all these tens of millions of dollars, ever since. 

The CMS reply was that there was a reconciliation in August. As 
is usually the case, CMS isn’t returning calls or e-mails. Is the rec- 
onciliation complete? 

Mr. HILL. Yes, sir. 

Mr. DOGGETT. Why don’t we have the answers that I have 
asked for since July? 

Mr. HILL. I don’t know why you don’t have those answers, but 
I will 

Mr. DOGGETT. Well, sir, that seems to be typical of CMS. 

Let me ask you, with regard to the material that I have been 
provided from CMS, a big stack of materials concerning CMS’s de- 
cision-making on abusive marketing practices, if, in your work, you 
ever have occasion to communicate with Abby Block at the Center 
for Beneficiary Choices that administers Medicare Advantage? 

Mr. HILL. Do I? Yes, sir, I do. 

Mr. DOGGETT. Do you do any of that by e-mail? 

Mr. HILL. Yes. 

Mr. DOGGETT. Do you have any idea why, in all of the docu- 
ments that I have been provided, there is not a single e-mail back 
or forth with Abby Block, who runs the program? 

Mr. HILL. No, sir. I do not. 

Mr. DOGGETT. Well, would you go back and try to get me an 
answer on that? Because that is another of the 

Mr. HILL. Is there a particular 

Mr. DOGGETT [continuing]. Answer questions. 

Mr. HILL. We will find out. 

Mr. DOGGETT. Okay. Now, much of the focus has, of course, 
been with regard to marketing practices. But, as I look through 
this audit, it is not only — you know, as you look through all this 
audit, to me, I have a slightly different impression than my col- 
league. Because I don’t see just a few bad apples, I see an entire 
orchard. And it is a very expensive and unproductive one. 
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Every time someone gets sucked into these Medicare Advantage 
programs, the taxpayer is out about $1,000 a year that it wouldn’t 
have to pay unless — if they were in traditional Medicare. 

But in addition to those marketing abuses, there are outlined in 
here a significant number of what are called chapter 13 abuses, 
where there have been corrective action plans. And those are when 
a person wants in, then has a grievance or can’t get coverage, and 
then calls to try to get help. 

My question to you about those corrective action plans is whether 
any Medicare Advantage plan has ever been sanctioned in any of 
these corrective action plans for not having a sufficient grievance 
and appeals process. 

Mr. HILL. I can tell you that we have sanctioned plans for mul- 
tiple contract violations. 

Mr. DOGGETT. Well, I am just asking about grievance and ap- 
peal processes, since it appears, from my analysis of the audit, that 
there were more corrective action plans that were issued with re- 
gard to plans not the way they declined grievances and didn’t han- 
dle the appeal process — there were more appeals process corrective 
action plans than there are marketing abuse action plans. 

Mr. HILL. Right. And I know that a significant amount of the 
CMP activity, civil monetary penalty activity, we did last year was 
around the annual notice of change, which is a grievance process, 
but it is the notice that plans are required to give to beneficiaries, 
as we transition from one plan year to the next, outlining what the 
benefits are going to be or not be. 

And we did issue CMPs on a number of plans last year on that 
issue. 

Mr. DOGGETT. And does — do you require bids to include a line 
item in the bid, demonstrating that the plan has sufficient funds 
in their budget to handle appeals? 

Mr. HILL. Well, their bid includes the administrative cost, which 
includes the administrative cost of meeting our regulations. 

Mr. DOGGETT. Well, I understand it includes administrative 
costs. But how do you determine whether they have a sufficient 
amount to cover appeals? 

Mr. HILL. I would need to get back to you exactly on how they 
make that determination. 

Mr. DOGGETT. Okay. It appears to me that these plans get 
through deceptive marketing practices, in many cases at a cost of 
$1,000 to the taxpayer. Once they get in, they have great difficulty 
getting their grievances processed. And then I note if a care giver 
wanted to look at the website that CMS has to find out if they are 
getting in a good plan, great inflation at CMS seems to be ramp- 
ant. 

And in Texas, at least, when I looked at it, it looked like every- 
body was, you know, on the dean’s list on these plans. They all got 
three-star, very good, ratings, except for one. I noticed that one 
Humana plan had 18 corrective action plans pending for appeals 
process violations at the same time it got a 3-star rating. 

Is there ever any attempt to inform the consumer, relative to 
what is happening with the corrective action plans? 
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Mr. HILL. Well, yes, actually. The corrective action plans, as you 
know, are now posted on the weh, and folks have access to that in- 
formation. 

I think, with respect to the rankings — take the Humana example 
for a minute — the 18 corrective actions that are on the weh for 
Humana may relate to Humana as an organization. And it is the 
same violation, but it runs through all their contracts. So it is not 
like it is 18 separate 

Mr. DOGGETT. Have you ever taken a star off one of these all- 
star Medicare Advantage plans because they were doing such a 
sorry job with their marketing practices and their grievance proc- 
esses, that they got one corrective action plan after another? 

Mr. HILL. Well, this is the first year we have done the rankings 
the way we’re doing them. But I can imagine that we are going to 
be removing stars from folks. Yes, sir. 

Mr. DOGGETT. Okay. Thank you. 

Chairman STARK. Mr. Emanuel. 

Mr. EMANUEL. I will take the time. What I would — more of a 
statement, here. I mean, a lot of focus has been on the percentage 
on the reports, how many reports have actually been done, et 
cetera. 

I know we had a hearing earlier on a lot of the state insurance 
commissioners, who said they would like to have the authority to 
do not only the investigations, but also the enforcement. And one 
of the — you know, CMS argues that they don’t have the authority 
to do the proper type of — not just investigations, but then pursue 
those investigations. And my own sense here, Mr. Chairman, is 
that we can either have CMS do what they’re supposed to do — they 
do it now on the supplemental Medicare — or give it to 50 different 
state commissioners, and then we can watch what they do on the 
oversight of these plans. 

But somebody has to be a police on the beat who is overlooking 
these plans. And if it was up to me, I don’t think the insurance 
companies would want to see this happen, but I would be more 
than willing to become a convert to the new sense of federalism 
here, and let 50 state insurance commissioners all of a sudden reg- 
ulate and prosecute where they think there has been some viola- 
tions here. But somebody has to be on the job to see, not only if — 
not only auditing, but then prosecuting, if there are any violations 
here. 

And, to anyone who wants to pick up on this, I mean, which 
would you think would be more effective in overseeing this market- 
place insurance plan? Would it be 50 different state insurance com- 
missioners? Or would it be, in fact, CMS actually exercising what 
I think they have the authority to do? Mr. Hill? 

Mr. HILL. Speaking for CMS, clearly, we believe that CMS has 
the authority, the wherewithal, and the obligation to be overseeing 
the plans, and their marketing practices, and how they are dealing 
with beneficiaries, and believe that is in the best interest of our 
beneficiaries, to have a single, consistent set of oversight activities 
and corrective actions being put in place. 

Mr. EMANUEL. Well 

Mr. HILL. As opposed to having 50 different states. Now, the 
states have a role here, their 
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Mr. EMANUEL. Well, Mr. Hill, let me just say this. As Abraham 
Lincoln once said to McClellan, “If you aren’t going to use that 
army, do you mind if I borrow it for a time?” 

Mr. HILL. I 

Mr. EMANUEL. And so, my question to you is, since you are 
woefully short on the audits, on the prosecution side, or, in fact, en- 
forcing what is in the interest of the beneficiaries there, I don’t 
think you have been fully exercising what we believe is in your au- 
thority and capacity. 

Mr. HILL. I can appreciate the frustration that you are exhib- 
iting, with respect to CMS in the past. I can only tell you, as I 
mentioned in my opening statement, that we are going to use the 
army. As you may have heard from Kerry Weems, the new acting 
administrator, that the start-up period here for Medicare Advan- 
tage is over. We are beyond the initial phase of getting plans in. 
And the focus now is on accountability, oversight, and access for 
our beneficiaries. 

Mr. POMEROY. Will the gentleman yield? 

Mr. EMANUEL. Yes, I yield to my colleague from North Dakota. 

Mr. POMEROY. Thank you. Mr. Hill, there is no army. I believe 
you testified earlier your entire staffing was 34. Is that correct? 

Mr. HILL. That is not correct, no. 

Mr. POMEROY. Help me with the number. We have had dif- 
ferent testimony from CMS over the time. How many people do you 
have all ready to go to sign with this new much-belated imperative 
of CMS? 

Mr. HILL. A little bit over 500 staff, sir, and a budget of, right 
now, roughly $30 million, but that will grow to roughly 120, to the 
extent that the Congress enacts the President’s fiscal year 2008 
budget proposal. 

Mr. POMEROY. You’ve got 500 staff people. What are they doing 
today, if they are not doing this today? 

Mr. HILL. I believe they are doing this today, sir. 

Mr. POMEROY. They are doing this today? 

Mr. EMANUEL. Mr. Chairman. 

Mr. POMEROY. I yield back. 

Mr. EMANUEL. No, it’s okay. Mr. Chairman, I would like to sug- 
gest, though, that if there is not a change — and not to — ^you know, 
beyond audits, if you are not going to oversee the marketplace cor- 
rectly — and there is no numerical sense of what is hitting a certain 
number. 

But the leverage is here, in fact, that either CMS does its job — 
and if the committee, as a whole, does not think it is, then in six 
months, nine months’ worth of time, we take a look back of the per- 
formance. And if not, then we move on legislation, as it relates to 
the state insurance commissioners. 

Mr. HILL. I think 

Mr. EMANUEL. There are many roads to take to enforcement. 

Chairman STARK. The distinguished gentleman from North Da- 
kota, when he was an insurance commissioner, made that deal 
with us some years back. And found that, eventually, in the case 
of supplemental insurance, that is just what he had to do. 
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Mr. EMANUEL. I mean, they have done a good job there. And 
so, the question is how you pursue that. And my colleague from 
Wisconsin, I do not know if he would like to add on this. 

But I would like to thank you for both holding this hearing, and 
talking about it. But, Mr. Hill, we may have cut you off from 

Mr. POMEROY. May I just have a second more? 

Chairman STARK. Sure. 

Mr. POMEROY. I think that this 500 representation really does 
need some scrutiny. And if you have had 500 people waiting 
around to do this, they should have been doing it. If they had been 
doing it, we wouldn’t have had the audit report that we have got. 

The reality is, you have got these people, they have got all their 
jobs to do. We have heard testimony about them loosely dispersed 
through the regions, no clear business plan offered by the Agency, 
in terms of how they are suddenly providing new measures of con- 
sumer protection, reflecting, basically, what has been taking place 
in state insurance departments. 

I believe the chairman’s suggestions that we ought to look at — 
we ought to assess the failure of the Federal Government 

Mr. CAMP. Mr. Chairman, could we have regular order? 

Mr. POMEROY. — and look at an expanded role for states that al- 
ready have the capacity to do it. I yield back. 

Chairman STARK. Thank you. The time for the gentleman from 
Illinois has expired. 

Mr. Tiberi. 

Mr. TIBERI. Thank you, Mr. Chairman and Mr. Hill. In talking 
to my Medicare case worker in my office, he tells me that most of 
the complaints that we get from seniors are seniors that are in the 
Medicare fee-for-service program. I know most of the focus has 
been on Medicare Advantage today, and the audit, and I know 
some of my colleagues are skeptical of the private sector’s involve- 
ment in providing health care benefits to beneficiaries. Medicare 
beneficiaries. 

From your perspective at CMS, what have you seen the benefit 
for those Medicare beneficiaries with this new market-oriented ben- 
efit called Medicare Advantage? What do you see today? 

Mr. HILL. I think if you were to talk to the folks at the Agency, 
and tried to understand how Medicare Advantage and Part D has 
changed the landscape 

Mr. TIBERI. Right. 

Mr. HILL. — you will see beneficiaries who are generally satisfied 
with the coverage that they have, in terms of drug coverage that 
they have now that they have not had in the past. You are gen- 
erally seeing savings, relative to what they had had prior to BBA — 
prior to me, prior to the MMA. 

For me, as the CFO’s standpoint, the overall cost of the program 
is lower than we had originally projected, which is 

Mr. TIBERI. Can you say that again? 

Mr. HILL. The overall cost of the program is lower than we had 
originally projected, both in terms of premiums and the absolute 
outlay for Part D and MA. So that is — from my perspective, that 
was a good thing, and which generally relates to lower overall Part 
D costs for taxpayers, generally. 
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Mr. TIBERI. We all acknowledge that there is a one-third audit 
requirement for the Medicare Advantage oversight. We have gone 
over that today on numerous times. Is there any comparable re- 
quirement for the regular fee-for-service program? 

Mr. HILL. In terms of a requirement to look at a standard set? 
The only sets of requirements that exist are on the quality side for 
the state agencies who do survey and certification who go into 
nursing homes, home health agencies, other institutional settings, 
to he sure they are meeting our levels of care for quality. 

But on the payment side, there are no statutory requirements for 
the level of payments that 

Mr. TIBERI. Is there anything that you have done, comparably, 
on the audit side, on the payment side? 

Mr. HILL. On the payment side, we use a performance metric to 
ensure that we are paying appropriately. 

As many of you know, and as I have testified before on this com- 
mittee, we are measured by a fee-for-service error rate over time. 
And at one point that error rate was in double digits. We spent a 
lot of time and effort over the past 4 or 5 years to get it down, and 
now it is at roughly 4.5 percent, 4.4 percent, which has, I think — 
you know, using a risk-based approach to how we devote our re- 
sources to get that error rate down. 

Mr. TIBERI. Well, let me just go over this again, and see if I am 
missing something that I cannot quite understand. 

In the September CMS — ^you posted a list of current corrective 
action plans, CAPs, to your website. 

Mr. HILL. Correct. 

Mr. TIBERI. Do you believe this is a fair representation of the 
Agency’s Medicare Advantage oversight activities, or does it rep- 
resent just one aspect of a much broader, or larger picture? 

Mr. HILL. Oh, I think it is one aspect of a much broader picture. 

Mr. TIBERI. Can you expand on that? 

Mr. HILL. It is a planned time estimate, as of that day, of the 
open caps that were in place. It doesn’t reflect action that has 
taken place since before — corrective action plans that had been 
open and closed, subsequently closed out since prior to that date. 

Nor does it represent the amount of work that is ongoing with 
beneficiaries and providers and plans on a day-to-day basis, both 
centrally, in our central office, as well as with the regions, to be 
sure that beneficiary complaints are being dealt with, and that 
plan compliance issues are being dealt with on a daily basis. 

Mr. TIBERI. Anything comparable on the fee-for-service pro- 
gram? 

Mr. HILL. In terms of reporting 

Mr. TIBERI. Yes. 

Mr. HILL. — compliance issues? Other than the error rate, no sir. 

Mr. TIBERI. Would that be helpful, to compare apples to apples, 
rather than apples to oranges, as we seem to be doing? 

Mr. HILL. I — given the absolute level of providers in the Medi- 
care fee-for-service program — you are talking about more than a 
million, versus the plan side — it would be very difficult, other than 
the aggregate, you know, sort of hospitals have these sorts of 
issues, physicians have these sorts of issues, to have a comparable 
sort of set of metrics. 
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Mr. TIBERI. Final question. Assuming that you have 49 organi- 
zations representative of the Medicare Advantage program that 
were part of this audit that has been talked about today. If you 
take the $35 million in overpayments, divide it by the total amount 
paid of the plans, you will find that the overpayment represents .4 
percent, if my math is correct here. 

What would be the error rate for payments under the fee-for- 
service Medicare plan? 

Mr. HILL. 4.4 percent right now. 

Mr. TIBERI. Say it again. 

Mr. HILL. The error rate in Medicare fee-for-service is 4.4 per- 
cent. 

Mr. TIBERI. So, the error rate for Medicare fee-for-service is 4.4 
percent, versus the Medicare Advantage rate for error under 
your — under the GAO study, is .4 percent? 

Mr. HILL. And 

Mr. TIBERI. That would be a good headline to see in tomorrow’s 
paper. Thank you, Mr. Hill. 

Chairman STARK. I am going to ask Mr. Steinhoff to comment 
on that. I think there is some — I think we have got some apples 
and oranges. If 

Mr. STEINHOFF. Yes, correct. We did not project an error rate. 
What our audits showed were, that CMS’ audit rate for 2003 was 
around 22 percent. And for those audits that were done, they were 
done of the adjusted community rate proposal. This is the proposal, 
not what actually happened. This is what was actually paid. 

So, you had less than 100 percent coverage, and you had a net 
of $35 million per CMS. You did not have, though, a review of 
every payment that is being made. So, I don’t think it is even ap- 
ples and oranges, I think it is more like apples and something else. 

Chairman STARK. I would say, to CMS’s credit, the 4 percent, 
or 4.5 percent 

Mr. STEINHOFF. Yes. 

Chairman STARK. — used to be 14, I believe. 

Mr. STEINHOFF. That is right. 

Chairman STARK. And, in those days, it was half — and I don’t 
know whether it still is — half was theft, fraud, and half was just 
mistakes, you know, processing 80 million pieces of paper a day, 
there are just mistakes. 

But I think, if that is correct, I think that CMS is entitled to a 
real round of applause, because they have cut that error rate by 
at least two-thirds that I have known over the past 15 years, and 
that is — I don’t mean to diminish that, that is a hell of a record. 
But I just wanted to add that. 

I thank the gentleman. You have completed your inquiry, sir? All 
right. Mr. Kind? 

Mr. KIND. Thank you, Mr. Chairman. I want to thank you and 
Mr. Lewis for offering this hearing today, and also to our witnesses 
for your testimony. 

And as someone who reviewed the GAO report, and has been sit- 
ting here listening to the testimony so far this morning, I will guar- 
antee you there wouldn’t be a taxpayer in America that wouldn’t 
be horrified by what is taking place with this program. And I also 
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guarantee that most of the seniors in MA plans today would be 
shocked and dismayed with the lack of oversight. 

This — it really strikes you as the Blackwater of health care in 
this country today. You know, no oversight, no accountability, no 
consequences. And, just as the administration was quick to pri- 
vatize our security needs in Iraq, in this experiment to try to pri- 
vatize the Medicare program, this is the type of oversight that we 
are getting. And it is just clearly not acceptable. 

Mr. Steinhoff, let me ask you. In preparing your report, and the 
investigation that the GAO did, is the lack of the audits being ac- 
complished, not meeting the one-third requirement, due to a lack 
of will within CMS, or a lack of resources? 

Mr. STEINHOFF. When one steps back and looks at the audit 
rate, when one looks at the fact that CMS didn’t really have any 
program in place to even determine what the audit rate was, when 
one looks at the fact that CMS did not require the auditor to deter- 
mine the impact, when one looks at the fact that CMS never looked 
at what actually happened, what benefits were delivered, what 
costs were incurred, it looked like CMS was going through just a 
minimal compliance effort. There wasn’t much value to it, wasn’t 
much coming out of it. And one could really question CMS’s will 
to really aggressively pursue this. 

Mr. KIND. Well, you hear of 35 people in CMS that’s in charge 
of the audit department here, which just smacks as severely insuf- 
ficient. And then, not only do we have a lack of the audits being 
conducted, but even a lack of the quality information that we need 
in order to make policy decisions based on the audits aren’t even 
getting accomplished. 

So, my question again, Mr. Steinhoff, to you, is what do we need 
to do to try to fix this? I mean, do we have to do a separate line 
item with specific instructions to CMS with specific resources? Be- 
cause it is my understanding right now that the audit budget 
comes out of the overall administrative fund at CMS, and there is 
no specific line item from the appropriate bill that goes to CMS. 

Do we need to look at that? Do we need to explore the possibility 
of user fees to help pay for the audits, to ramp up the army that 
we need here to conduct and to meet these requirements that 

Mr. STEINHOFF. Okay. I think certainly people should sit down 
with a clean sheet. Mr. Hill outlined some plans that CMS has, 
going forward, following the MMA. And — going forward, he said 
they CMS is going to do X, Y, and Z. I think that is, at least, a 
starting point. 

If one looks back at the 1997 law, there was a provision requir- 
ing audits. It mentioned looking at the financial books. It men- 
tioned one-third audits coverage annually. But there wasn’t much, 
other than that, in the law. There was no clear legislative history, 
no clear committee report on it, and no real clear commitment or 
understanding on CMS’s part as to what it was, in fact, to be. 

So, I think, stepping back, taking a hard look at whether or not 
this new plan that Mr. Hill has mentioned today will, in fact, get 
us where we want to be. And, again, this plan was emerging and 
evolving as we were doing our work. But is this truly a post-audit? 
Is this truly going back and determining, did we get what we were 
paying for? Did our beneficiaries get a fair break? Were providers 
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offering services but they weren’t being used? What were the profit 
margins, et cetera, et cetera. 

Mr. IQND. Well, Mr. Steinhoff, on that point, let me ask you. 
Does CMS right now have the authority or the discretion to look 
into executive compensation with these MA providers in the course 
of the audit, and report back to us what is taking place? 

Mr. STEINHOFF. I don’t know of any limits they have, as to 
what they can and can’t look at. And certainly that is something 
CMS can explore. But I know of no legal limits — I will caveat I am 
not a lawyer, but I know of no legal limits. 

But the time is really here today to rethink Medicare Advantage 
oversight, as I was kind of hopeful, as Mr. Hill laid out the future, 
that while perhaps the last 6 or 7 years will be a very expensive 
lesson learned, that the lack of oversight during that period will be 
rectified, going forward. 

But there is going to have to be a real change in culture here. 
And whether it is a $35 million oversight program as Mr. Hill men- 
tioned, or much more expensive, you are talking about $60 billion, 
$70 billion being spent annually on the Medicare Advantage Pro- 
gram, a lot of money, a lot of complexity, a lot of plans, over 4,000 
plans. And you are going to have to have a very good strategy, and 
a strategy that is enforced, a strategy with metrics, and a strategy 
that you can hold CMS accountable for meeting. 

Mr. KIND. Mr. Hill, may I quickly ask you? Are you familiar 
with Humana’s second quarter profit report that came out in Au- 
gust of this year? 

Mr. HILL. I am not. 

Mr. KIND. It is the second largest provider of MA, $217 million 
profit, doubling their profit. The analysts on Wall Street said 
Humana reported its strongest quarterly result in recent memory 
on the back of stronger-than-expected performance in the govern- 
ment segment. In line with the company’s recently updated fore- 
casts, and indicative of continued strong Medicare performance, 
how can you not look at that profit in the last — in the second quar- 
ter of this year, and not view it as a huge profit at taxpayer ex- 
pense? 

Mr. HILL. I 

Mr. KIND. Because it appears to be directly related with the MA 
compensation. 

Mr. HILL. There is no evidence that Humana is making profit 
at the expense of taxpayers — ^based on what they have told us, and 
what they have told us in their bid, and what we are paying them. 
If what we are paying them is leading them to make money in the 
market, I think that is the purpose of the program, is for private 
plans to come in and deliver the program. 

Mr. KIND. Thank you, Mr. Chairman. 

Mr. LEWIS. [Presiding] Thank you. Mr. Pascrell is recognized. 

Mr. PASCRELL. My good friend from Wisconsin, whatever the 
market can bear. Because it is very, very interesting that the — 
while reporting huge profits, the outgoing CEO of United, he had 
a $400 million bonus. I feel sorry for the guy. And he had a total 
retirement package worth a reported $1.5 billion. 

You know, I am outraged. And I know you could care less, but 
I am still outraged. And I am outraged about these windfall profits. 
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because they go back to the debates of 2003, when we discussed the 
Medicare Modernization Act, plan D, which is now pretty famous. 

And to hear what I am hearing today, hard working Americans 
are facing increased premiums and decreased quality of care, I am 
disappointed by the unwillingness to provide any accountability or 
oversight to ensure our tax dollars — and I know we’re talking about 
civil situations, we’re not talking about criminal. Are we? Are we, 
Mr. Hill? We are not talking about criminal actions, we are talking 
about civil actions. Some of these are pretty close, though. The dif- 
ference between one and the other, many times, is very question- 
able. 

It means that private insurance companies are free to determine 
a substantial portion of the services that are covered by Medicare. 
There is 43 million people on Medicare, 7 million of those people 
are in the Medicare Advantage. This is a big deal. This is pretty 
significant, as to what is happening. 

And if you read the last issue of AARP Magazine, which I get 
because of obvious reasons, very clear about a couple of examples 
they give in that magazine. Bobby Boxer, a retired construction 
worker, he was very content with the regular Medicare. But — he 
was content, but last December a sales woman comes to his house 
and sells him a plan of Medicare, a Medicare HMO, when he 
thought he was buying a medigap policy. She lied. All MA plans 
are obliged to cover emergency care, as you well know. But what 
happened was he wound up with a bill of $16,000. Now, CMS is 
telling him, “Don’t worry about that, we will get you back into reg- 
ular Medicare.” 

This is baloney. This is not the way to deal with what is going 
on with these people, day in and day out. You confuse the senior 
community enough, and darn it, you better stop. You better end it 
right now. You confuse them. With all of these plans, how could 
they make sense of what is going on? How can they make sense? 

I want to ask you a question, Mr. Hill, if I may. According to the 
GAO’s assessment of the statutes, that CMS had the authority to 
pursue financial recoveries. But its rights under contracts for 2001 
to 2005 are limited, because it is implementing regulations that are 
not required, that each contract include provisions to inform orga- 
nizations about the audits and about the steps that CMS would 
take to address — identify deficiencies, including the pursuit of fi- 
nancial recoveries, which many have asked about. 

Why would your agency write regulations for the MA contracts 
that did not include the recovery authority? Why would you do 
that? 

Mr. HILL. I cannot speak to the ACR process that was in place 
from 2001 to 2005, and why those requirements are not in there, 
or why the Agency chose not to pursue that. 

I can speak to the MAPD and the Part D plans that are in place 
now, post-MMA, and can tell you and assure you that it is very 
clear for the plans that, to the extent that we find overpayments 
on an audit, we have the authority to go back and recoup those 
funds. 

Mr. PASCRELL. Now, the National Association of Insurance 
Commissioners, when they were asked what can be done, they ad- 
vocate a stronger role for the states. The states play a stronger role 
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in the Medicaid program. In many of the states, the attorney gen- 
eral’s office oversees it. You administer the MA program. You ad- 
minister it. Am I correct in saying that? When we talk about ad- 
ministering the program, that means very specific things. 

So, the states would have more authority and oversight of the 
MA marketing, especially in the regulation of agents and brokers, 
which is a state law issue in the first place. The language in the 
CHAMP bill, which the President said we should not vote on, be- 
cause it would throw seniors off of Medicare — that is what he said, 
I know what he said — CMS had argued that state laws are pre- 
empted by this Medicare Modernization Act. That is what you said. 

On September 28, 2007, an Alabama district court judge held 
that the state could sue for Medicare Advantage marketing abuses 
in state court under state insurance law. What is your reaction to 
that, Mr. Hill? 

Mr. HILL. I am not familiar with the lawsuit, and I would like 
to take a look at it before I offer 

Mr. PASCRELL. Well, what do you think about the idea of states 
assuming a ^eater responsibility in going after the very abuses 
and deficiencies that you have heard questions about from this 
panel? 

Mr. HILL. I don’t think that we disagree that the states are our 
partner here. They are on the ground. The state insurance 

Mr. PASCRELL. Well, what do you mean by being a partner, Mr. 
Hill? 

Mr. HILL. I think this is — they have their regulatory authority 
for brokers and 

Mr. PASCRELL. So you feel they have the ability, then, to pur- 
sue these civil complaints? 

Mr. HILL. No, sir. I think they are our partners in this, and we 
work with them closely. We have entered 

Mr. PASCRELL. So you have no problems with this? 

Mr. HILL. With? 

Mr. PASCRELL. You have no problems with the states pursuing, 
as Alabama has? 

Mr. HILL. As I said, I would need to take a look at that suit, 
to know exactly what it is they have pursued. 

Mr. PASCRELL. Thank you, Mr. Chairman. 

Chairman STARK. [Presiding] Thank you. 

Mr. Nunes. 

Mr. NUNES. No. 

Chairman STARK. No? Mr. Hulshof. 

Mr. HULSHOE. Thank you, Mr. Chairman. Let me try to put 
things in perspective. I do this at my own peril, Mr. Chairman. At 
a previous hearing in front of the full committee on income and 
equality, I pointed out that the 4.6 percent national unemployment 
rate was considered by most mainstream economists to be full em- 
ployment, and my friend from California, a gentleman from Los 
Angeles, took me to task and chided me that every American de- 
serves a job. I guess 0.0 percent unemployment is our goal. 

But let me put things in perspective. The fact is that there are 
many on the majority side who have shown disdain for Medicare 
Advantage. I am not saying that is the genesis of this hearing, but 
I think that needs to be spoken. 
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The gentleman from Texas says that seniors have been “sucked 
in” — his words — to the Medicare Advantage program. I would like 
to quote specifically what the chairman of the oversight sub- 
committee has said, and I agree with him, where he says in his 
written statement, “Over 8 million Americans rely on Medicare Ad- 
vantage, and there are 15,000 of those 9th congressional district of 
Missouri.” 

I am a small business owner. I pay Medicare taxes for the work- 
ers I hire. Every employer and every employee alike, every tax- 
payer in America deserves the comfort, or knowledge, or confidence 
that they are getting the bang for the buck, whether they are on 
Medicare Advantage, or whether they are helping fund the pro- 
gram. 

So, with that in mind, at the end of Mr. Tiberi’s questioning — 
I want to go back to that, because I think that has been glossed 
over to some degree. Now, I acknowledge, Mr. Steinhoff, that you 
take issue with the assumptions that Mr. Hill made regarding this 
error rate. So I take that as a given. My most famous constituent, 
Mark Twain, once said that there are lies, there are damn lies, and 
then there are statistics. So allow me, then, to talk about statistics. 

Mr. Hill, let me flesh out a little further what Mr. Tiber! in- 
quired of you. Because I think he asked, trying to put this in per- 
spective again, there were audits of 49 organizations, which is 
about a 22 percent of those participating organizations, is that 
right, Mr. Hill? 

Mr. HILL. That is correct. 

Mr. HULSHOF. And as I also understand — again, I took this fig- 
ure from Mr. Tiber! — in 2003, we spent — we taxpayers spent rough- 
ly $36,800,000,000 on Medicare Advantage. Is that number correct? 

Mr. HILL. That is roughly correct. 

Mr. HULSHOF. And we have learned, through this hearing, a 
net overpayment of about $35 million in overpayments? 

Mr. HILL. That is correct. 

Mr. HULSHOF. And that is a net, because, in addition to over- 
payments, there are also underpayments. Is that true? 

Mr. HILL. That is correct. 

Mr. HULSHOF. So, in other words, again, making sure that 
every taxpayer gets what they are entitled to — so, in other words, 
some on Medicare Advantage plans were getting benefits that they 
weren’t paying for. Is that a fair assessment? 

Mr. HILL. It would be implied, yes, sir. 

Mr. HULSHOF. So, you calculated that, given all of that, the 
amount of money going to Medicare Advantage — and if we were to 
extrapolate those participating organizations, the error rate is 
what, for Medicare Advantage? 

Mr. HILL. I think that is — I think, as Mr. Steinhoff indicated, we 
did not extrapolate that $35 million. I think if you did the math, 
the $35 million as a proportion of the total Medicare Advantage 
payments, it is a tiny fraction, a very tiny fraction. But it is not 
the extrapolated error rate for Medicare Advantage. 

Mr. HULSHOF. Mr. Tiber! — and again, I know him to be a 
knowledgeable, reputable man — a .4 percent error rate, which 
again, I — every dollar should be legitimately spent or collected. So 
that — in my mind, again, I accept Mr. Tiberi’s math — 99.6 percent 
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correct, .4 percent incorrect, as opposed to you have calculated the 
fee-for-service error rate, and that is significantly higher. True? 

Mr. HILL. Correct. It is 4.4 percent. 

Mr. HULSHOF. So, I acknowledge this is useful, I think. You 
know, I know the righteous indignation by some, talking about 
profits and whatever, I mean, that is great political speech. 

But I think, as far as making sure that the taxpayer gets the 
bang for their buck — and I hope, Mr. Chairman — I am not privi- 
leged to serve on the oversight subcommittee, but I hope that there 
is equal righteous indignation or aggressiveness looking at other 
areas of the Tax Code. For instance, the 25 to 30 percent error and 
fraud rate on the income supplement program called the earned in- 
come tax credit. I think every dollar that we allocate should be a 
dollar well spent. And I appreciate you having this hearing. 

Mr. PASCRELL. Mr. Chairman, can I have a moment to speak 
out of turn for one minute? For 30 seconds? 

Chairman STARK. Sure. 

Mr. PASCRELL. Thank you. Chairman, I listened very carefully 
to my good friend, economics 101. This whole program is so effi- 
cient that is has been paid for by deficit financing. Thank you Mr. 
Chairman. 

Chairman STARK. Okay, I 

Mr. PASCRELL. They have not paid for this program. 

Chairman STARK. I was just — I suppose, as one of the two here 
who had asked for these hearings, I stipulate to my good friend 
that I happen to think that Medicare Advantage plans offer good 
medical care. Half of the residents — not half of the insured, but 
half of the people — who live in my district belong to one plan alone, 
Kaiser Permanente, and they are probably as good as any managed 
care plan in the country, and I happen to think that managed care 
is perhaps a better way for all of us to receive our medical care. 

But the issue before us, the basic issue, is that we are overpaying 
by — according to MedPAC. And CBO and 0MB all agree that we 
are overpaying these plans by about $40 billion over 5 years. That 
is the issue. Now, out of that $40 billion in overpayment, we can 
argue about what kind of inefficiencies there are, and how we col- 
lect that money. 

But the basic problem is that, as compared to fee-for-service, 
which has no control over utilization, so you may actually find that 
we’re actually paying more in fee-for-service than to say we are 
paying anywhere from 12 to 40 percent more is the issue. 

Now, if we could somehow find out how to fairly pay the Medi- 
care Advantage plans and recoup a good bit of that $40 billion, we 
would have a double win. We would have perhaps more efficient 
delivery of medical care, and we would save $40 billion for the tax- 
payers. And that, I think, would be an objective that we could all 
be proud to work toward on this committee. 

So, I — the gentleman is right, we may be picking at small nits 
here, but let us not forget there is a big chunk of change out there 
that we have to distribute. Ms. Tubbs Jones is next. 

Ms. JONES. Mr. Chairman, I thank you for holding the hearing. 
You know, today is Tuesday. And in two days, we are going to be 
voting to override the President’s veto. And it is just hard for me 
to believe that we are arguing over $35 million to cover health care 
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for children. And I keep trying to read this correctly to figure out 
how many dollars we are concerned about here, with CMS. 

I am interested, Mr. Hill. What did you do before you came to 
CMS? 

Mr. HILL. I worked at the Office of Management and Budget. 

Ms. JONES. And what did you do there? 

Mr. HILL. I worked on the Medicare 

Ms. JONES. I am asking for your curriculum vitae, so you aren’t 
concerned about the question. I am just wondering what your skill 
set is. 

Mr. HILL. I was a budget examiner, working on Medicare and 
Medicaid issues. 

Ms. JONES. And how long did you do that? 

Mr. HILL. I was there for about 4 years. 

Ms. JONES. Four? 

Mr. HILL. Yes. 

Ms. JONES. And what did you do before that? 

Mr. HILL. Before that, I was a legislative analyst at the then- 
HCFA. 

Ms. JONES. At what? 

Mr. HILL. HCFA. What was then — I was a legislative analyst at 
the Centers for Medicare & Medicaid Services before I was at 
0MB. 

Ms. JONES. In your responses, you said you have no idea what 
happened between 2001 and 2005 on the contract for Medicare Ad- 
vantage, but you know what has happened since 2005, because you 
have been in charge. Is that a fair statement? 

Mr. HILL. I think that is a fair statement, yes. 

Ms. JONES. But when you looked at 2001 and 2005, did you say 
to anybody, “Let’s look at the contract, we’re having a problem 
here, we need to go back and reassess them”? 

Mr. HILL. I can only tell you, ma’am, that there were some full 
and frank conversations between me and our Office of General 
Counsel about what we could or could not do with those overpay- 
ments from 

Ms. JONES. And the good lawyers that you have in the office of 
general counsel, didn’t they have some idea that — I am sure, if they 
were great lawyers, and I am confident that they were — there had 
to be some provision in these contracts for them to address some 
of the issues that you raise. 

Mr. HILL. Right. And the provisions in the contracts that allow 
us to address those issues are, to the extent there was misrepre- 
sentation by the plans. So, some of the plans on that $35 million 
disagreement 

Ms. JONES. Say that number again. 

Mr. HILL. $35 million. 

Ms. JONES. Okay, go ahead. 

Mr. HILL. Disagreement — were misrepresenting what they told 
us. And that is what led to that discrepancy. Then we have author- 
ity under the statute to either pursue a civil monetary penalty, or 
to pursue a referral to the Office of the Inspector General. 

Ms. JONES. So, now that you have received this GAO study that 
says something about why audit, or whatever 

Mr. HILL. Right. 
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Ms. JONES. What are you doing to make some changes? 

Mr. HILL. I can tell you that, for 2006, we are not going to ig- 
nore the one-third audit requirement, as laid out in the MMA. We 
have put in place what I characterize as a sort of three-prong strat- 
egy here. 

We make sure that, before we sign contracts with plans — as you 
know, they hid, we spend the summer looking at bids, and then we 
sign contracts in the fall. Before we sign those contracts, we look 
very clearly — in detail — at these bids, to be sure they accurately re- 
flect the benefits and the assumptions that need to go into making 
a reasonable bid. To the extent that they don’t, we ask plans to 
make changes, yes, ma’am. 

Ms. JONES. So, consistent with your oath, as an employee of the 
U.S. government, and a representative of the people of America, 
you are saying that we made a commitment that we won’t be in 
a position, on the contracts that you negotiate that we are in 
today? 

Mr. HILL. That is correct. 

Ms. JONES. Mr. Steinhoff, how are you, sir? 

Mr. STEINHOFF. Real fine. 

Ms. JONES. How long have you been in your job? 

Mr. STEINHOFF. I have been with the Government Account- 
ability Office since 1973, my current job probably for the last 8 or 
9 years. 

Ms. JONES. So, when you make or issue a report like you have 
issued with regard to Medicare Advantage to CMS, I mean, here 
we are, 2007. Your report speaks to — what years did this last re- 
port cover? 

Mr. STEINHOFF. We are talking about 2001 through 2006, as 
of the end of the May/June 2007 time frame. 

Ms. JONES. Let me ask you this. The report for 2001 — okay, I 
am an official in the government, you are my auditor. 

Mr. STEINHOFF. Yes. 

Ms. JONES. Something happened bad in 2001. How soon do I 
know after that, that I made mistakes in my conduct? 

Mr. STEINHOFF. Actually, you would have expected that CMS 
itself would have had the rate of audit, and the selection of audit, 
and the results of audit every year. 

GAO 

Ms. JONES. Hold on a minute. I would have expected. They do 
not? 

Mr. STEINHOFF. You would have expected that they would 
have had that information. 

Ms. JONES. My question is, do they? 

Mr. STEINHOFF. They did not have that kind of information. 

Ms. JONES. 2001? 

Mr. STEINHOFF. They didn’t have— it. 

Ms. JONES. 2002? 

Mr. STEINHOFF. They didn’t have it. 

Ms. JONES. 2003? 

Mr. STEINHOFF. They didn’t have it. 

Ms. JONES. 2004? 

Mr. STEINHOFF. They didn’t have it. 

Ms. JONES. 2005? 
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Mr. STEINHOFF. They didn’t have it. 

Ms. JONES. 2006? Come on. 

Mr. STEINHOFF. 2006 was 

Ms. JONES. You are joking me, right? 

Mr. STEINHOFF. 2006 was not completed yet. But no, they 
didn’t have it. 

Ms. JONES. I am out of time. 

Chairman STARK. Mr. McDermott. 

Mr. MCDERMOTT. Thank you, Mr. Chairman. I want to com- 
mend you on having this hearing. And I think, particularly when 
you read the article in the October 7th New York Times by Robert 
Pear, you realize that there are some audit problems. 

But I think that one of the things that is troublesome to me is 
that there is a growing concern that the Medicare administration 
contracting, the macro form, in Section 911 of the Part D bill, is 
being implemented in a way that is setting up Medicare for failure. 

And I think that the chairman and members should be looking 
to the future of what it is going to do when you take 49 contractors 
across the country and reduce it to 15, and put those contracts out 
purely on the basis of cost. Because you are going to have every- 
body talking about cutting offices. 

Now, I had the — when you ride from Seattle on the airplane, you 
have a long time. And sometimes you have a seat mate who actu- 
ally has something that is important to learn about. I sat next to 
a medical administrator for one of the national contracting organi- 
zations and talked to him about what is happening. 

And right now when a doctor has billing, and you have auditing 
and you are doing — and you have what are called LDCs, local de- 
terminations, where you help the doctor try and figure out how to 
put his information in correctly, you try and pick up everything in 
advance. What is being set in place is a way to destroy Medicare 
fee-for-service because there is going to be a great reduction in the 
LDCs. The doctors won’t get any help at the front end. 

So everything will be paid, and then the contracts go out to the 
folks who are sitting there doing the payment safeguard, and recov- 
ery audit contractors will be going out into doctors’ offices saying, 
ah-hah. We have got a fraud here. 

Now, if you don’t help people up front and then you hit them at 
the back end, it is going to set the place for a hearing in this room 
where people are going to come in and say, see all the fraud in the 
doctors. It will have been created by the way we set it up. 

I came to Congress in 1989 when we were going through the sav- 
ings & loan crisis. We said to the savings & loan, you can lend the 
money anywhere you want. You can lend swimming pools or golf 
courses or whatever. And the second thing they did was they cut 
down the number of auditors so that many of those savings & loans 
never had anybody coming in and saying, hey, let’s look at your 
portfolio. Let’s see what you are actually doing here, and stop it up 
front. We waited until the whole thing collapsed, and then we had 
hearings in the banking committee on endless days. We sat and lis- 
tened to one folly after another that could have been prevented if 
we had decent auditing. 

Now, I see us in this effort. We are going to put together North 
Dakota, South Dakota, Nebraska, Kansas, Arizona, New Mexico, 
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and Wyoming, I think are all in one. And it is going to have one 
office. One office for six or seven states. 

Now, how is a doctor going to get any information whatsoever 
under that kind of system? And it is supposed to be reform. It is 
going from 46 — each state has their own now. So we are going to 
cram them all together. Alaska, Washington, Idaho, and Oregon 
will all be one office. Right? California and Nevada will be one of- 
fice. Now, you tell me how any doctor practicing is going to have 
any chance whatsoever to get any help up front. 

And I think I would like to hear your ideas because those regula- 
tions are being written right now, and they are being put in place, 
and they are letting the contracts. I would like to hear you talk 
about what you think will happen in three or four or 5 years in 
this regard. 

Mr. HILL. Right. I mean, I have to tell you, if I had heard sort 
of this laid out as the way the medical director or whoever it was 
you were sitting next to on the plane had described it, I too would 
be concerned. But I think it is safe to say that it is not quite as 
advertised. 

So yes. For example, for the five states that you mentioned, there 
will be one contract and one entity that will be responsible for proc- 
essing those claims. But it is also the case that contractor has to 
have an office and a medical director in every state. And that con- 
tract has to make its local coverage decisions based on what is 
going on in any individual state or geographic area to account for 
the variations that we see from region-to-region in the way that 
medicine is practiced differently. 

And so the intent here isn’t to sort of nationalize the way we 
process claims and nationalize where physicians or home health 
agencies or DME suppliers have to go to get the information. It is 
more for us to get economies of scale on the back end for the people 
who stuff the envelopes and the people who process the claims or 
answer the phones for more routine issues. 

We would be shooting ourselves in the foot and being penny wise 
and pound foolish to not maintain that education and communica- 
tion up front because, quite frankly, as we talked about the Medi- 
care error rate earlier, the way we got that rate down was by com- 
municating very aggressively with the providers who provide serv- 
ices. 

Mr. MCDERMOTT. It is your testimony today that there will not 
be a reduction in the educational effort for physicians in this coun- 
try who are in fee-for-service medicine taking care of Medicare pa- 
tients? 

Mr. HILL. Absolutely. That is my testimony. 

Mr. MCDERMOTT. That is your testimony? 

Mr. HILL. Yes, sir. 

Mr. MCDERMOTT. Well, we will mark it down and we will see 
because I intend to be here a couple years from now when this 
whole thing begins to play out. Because my belief is if you are 
rushing through payment, you are going to ultimately wind up 
catching people in the net down there that are not necessarily 
fraudulent physicians. 

Mr. HILL. Right. 
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Mr. MCDERMOTT. I think that is what makes doctors the most 
angry, is when they can’t figure out the system, and then somebody 
comes in and treats them like they are a fraudulent doc. That isn’t 
fair. And I think we ought to look at it up front. You say it is not 
going to happen. I hope you are — maybe you won’t even be in the 
office. That will be the problem. I won’t be able to find you. But 
we will bring up your quote. 

Mr. HILL. If I can get out of this hearing, I think I may 

Mr. MCDERMOTT. Thank you, Mr. Chairman. 

Chairman STARK. Well, you will be happy to learn we are wind- 
ing up. I just wanted to ask Mr. Steinhoff, finally, regarding the 
$29 million that wasn’t returned to Medicare, was any of that — 
maybe you can summarize whether that came and whether any of 
that is owed to us from United and Humana, and maybe in the 
next panel I can help you collect some of that, Mr. Hill. 

Mr. STEINHOFF. With respect to the $29 million that the IG 
found on the six audits of the supplemental payments, 10.5 million 
of that related to Humana. They audited 14.4 million of costs reim- 
bursed to Humana, and questioned 10.5 of that. 

Chairman STARK. And with United? 

Mr. STEINHOFF. I don’t believe they were one of the six, but 
I would have to check on that for you. But I do not believe they 
were one of the six. 

Chairman STARK. Well, Mr. Camp, do you have any further in- 
quiry? If not, I want to — Mr. Chairman? 

Chairman LEWIS. No, sir. 

Mr. CAMP. I just have one quick question. 

Chairman STARK. Please. 

Mr. CAMP. We heard some comments about salaries. But does 
CMS have the authority to review the salaries of hospital adminis- 
trators, for example, with the result to Medicare payments? 

Mr. HILL. No, sir. 

Mr. CAMP. All right. And many of them have fairly significant 
salaries as well. So it is not just managers of Medicare Advantage 
plans. 

Thank you, Mr. Chairman. 

Chairman STARK. Thank you. And I want to thank the panel, 
all of the staff from GAO, and Mr. Hill’s staff, who have been sit- 
ting there trembling all morning for fear he would make a mistake. 
And see, he didn’t, so your worries were in vain. Thank you all for 
being here. And we will proceed with our next panel. 

And I will introduce them as they make their way to the witness 
table: Mr. Paul Precht, the Policy Coordinator of the Medicare 
Rights Center; Mr. Harry Hotchkiss, who is the Senior Products 
Actuarial Director of Humana of Louisville, Kentucky; Ms. Cindy 
Polich, the Senior Vice President of Secure Horizons, LJnitedHealtli 
Group of Minneapolis, Minnesota; Dr. Bart Asner, the Chief Execu- 
tive Officer of Monarch Healthcare of Irvine, California. 

I want to welcome the panel. My guess is in the next 15 minutes 
or so, they will call a series of votes. Perhaps we can get through 
the summation of your testimony, and then we will recess. We are 
not sure yet how many votes there will be, but I suspect it will be 
about at least a half an hour. 
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And so I will ask Mr. Precht to summarize, as with the previous 
witnesses. Your prepared testimony will appear in the record in its 
entirety. If you would like to summarize it any way you are com- 
fortable. And we will start with Mr. Precht. 

STATEMENT OF PAUL PRECHT, POLICY COORDINATOR, 
MEDICARE RIGHTS CENTER 

Mr. PRECHT. Chairman Stark, Ranking Member Camp, mem- 
bers of the health and oversight subcommittees, thank you for this 
opportunity to testify. I am Paul Precht, Deputy Policy Director for 
the Medicare Rights Center. 

For the past 2 years, the staff and volunteer counselors at the 
Medicare Rights Center have been preoccupied with two types of 
cases: helping victims of deceptive, fraudulent, and abusive mar- 
keting by private Medicare plans; and helping people enrolled in 
those plans obtain coverage for their medical care and prescription 
drugs. 

The subject of today’s hearings, the oversight of private Medicare 
Advantage plans by the Centers for Medicare and Medicaid Serv- 
ices, goes to the heart of this work. In short, the laxer CMS’s over- 
sight of these MA plans is, the more problems we see. The looser 
the rules CMS sets for MA and drug plans, the harder it is for our 
clients to get the medical care they need. 

Earlier today, GAO reported how CMS had failed to conduct the 
audits of MA plans mandated by law, and when it did audit plans, 
failed to recoup subsidies that the audits showed should have fund- 
ed additional benefits for plan members. In my testimony, I would 
like to touch on three different aspects of CMS’s oversight of MA 
plans: CMS’s review of plan benefit packages, CMS’s review of the 
plan appeals and grievance procedures, and CMS oversight and en- 
forcement of marketing guidelines. 

MA plans and private fee-for-service plans in particular are being 
marketed as low cost alternatives to supplemental insurance, yet 
they often fail to provide the protection against catastrophic med- 
ical expenses that people receive under any of the standard supple- 
mental Medigap plans. Individuals who enroll in Medicare Advan- 
tage plans cannot purchase supplemental coverage to cover the 
gaps in the benefits like they can under original Medicare. 

Health insurance that works when you are healthy but cuts out 
when you are sick is not what Medicare has offered for over 40 
years. In my written testimony, I describe how a client of ours from 
Long Island was hit with $3,000 in copays from her Medicare Ad- 
vantage plan for the treatment of ovarian cancer after she had 
been told before enrolling that all of the costs associated with her 
chemotherapy would be covered. 

Unfortunately, our review of the benefit packages offered by MA 
plans shows that coverage of chemotherapy is one of a number of 
areas where plan coverage is often inadequate. Plans charge more 
for chemotherapy and other Part B drugs than the 20 percent coin- 
surance charged under original Medicare. 

More commonly, plans carve out chemotherapy and the other 
Part B drugs from the annual caps they place on enrollees’ out-of- 
pocket spending, if they have a cap at all. Some plans do both, 
charge more for chemotherapy and carve this service out of their 
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out-of-pocket cap. In our view, these practices are unacceptable. 
They discriminate against people with cancer and other illnesses 
that require treatment with high cost drugs administered by their 
doctor. 

CMS has the authority to prohibit such plan designs as discrimi- 
natory. Such plans continue to be approved by CMS, however, be- 
cause the agency takes an overly restrictive view of its legal au- 
thority to prohibit discriminatory benefit packages. In 2004, 
MedPAC recommended that CMS exercise its full authority to re- 
ject plans that have benefit designs and cost-sharing structures 
that discriminate on the basis of health status. Still, CMS has not 
acted. 

The Medicare Rights Center has a small team of lawyers and 
counselors who help people appeal when their private Medicare 
plan denies coverage for a drug or medical procedure they need. 
Often people come to us after they were stonewalled by their plan. 

We know now, from a review of CMS audits of plan appeals and 
grievance procedures, that a failure to abide by the timelines, no- 
tice requirements, and procedures for appeals seems to be the rule, 
not the exception, among MA and drug plans. A full 94 percent of 
the plans audited failed to meet CMS requirements on handling 
appeals and grievances, requirements that are fundamental to en- 
suring that plan members know their appeal rights and can pursue 
them effectively. 

For the benefits offered by MA plans to become real for people 
with Medicare, plan enrollees must actually be allowed to fill the 
prescriptions and obtain the medical services that they need. I 
began this testimony by recounting how one of our clients was 
charged high copayments for chemotherapy. The other aspect of the 
story, the false promise she received from plan representatives that 
her chemo would be covered, illustrates the deception that is too 
often used in the marketing of MA plans. 

There are many much more egregious examples. Agents go door 
to door, pretending they are from Medicare. Agents threaten people 
under that pretense that they will lose their Medicare or Medicaid 
coverage if they do not sign up. Agents fraudulently obtain signa- 
tures for plan enrollment by having people sign up to receive more 
information, or for a raffle. 

A CMS official recently told a conference of health plans that the 
reports of deceptive and fraudulent marketing were not abating, 
but were growing in intensity and volume. We know from the cor- 
rective action plans released by CMS that such marketing mis- 
conduct is widespread in large part because the Medicare advan- 
tage plans do not have the systems in place to prevent it. For ex- 
ample, audits consistently find that agents are inadequately 
trained and supervised and are not properly licensed. 

Faced with the absence of these basic safeguards, CMS’s re- 
sponse is to insist, at some future date listed in the corrective ac- 
tion plan, that the company actually do what is already required 
of it. The pattern is clear, whether it concerns marketing viola- 
tions, denial of appeal rights, or the inflated bids discovered upon 
audit: The response by CMS is not to punish the plans for mis- 
behavior, not to recover for taxpayers the money we have paid for 
services not delivered, but to wag their finger at the plans. 
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When oversight is lax and enforcement is absent, enrollees in 
Medicare Advantage plans are shortchanged on their benefits and 
their access to care is compromised. We applaud this committee for 
holding this hearing and urge you to do what you can to ensure 
that CMS makes all Medicare private plans play by the rules. 

Thank you again for this opportunity. 

[The prepared statement of Mr. Precht follows:] 
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Medicare Rights Center 

Chairman Stark, Chainnan Lewis, Ranking Members Camp and Ramstad, Members of 
Congress, thank you for this opportunity to testify at this joint hearing by the Health and 
Oversight Subcommittees of the House Committee on Ways and Means. 1 am Paul Preeht, 
Deputy Policy Director for the Medicare Rights Center and director of our Washington office. 

Founded in 1989, the Medicare Rights Center is the largest independent source of 
information and assistance to people with Medicare. For the past two years, our staff and 
volunteer counselors have been preoccupied with two interrelated types of cases — helping 
victims of deceptive, fraudulent and abusive marketing by private Medicare plans, and helping 
people enrolled in those plans obtain coverage for the medical care, including prescription 
drugs — that they need. 

The subject of today's hearing — the oversight of private Medicare Advantage plans by the 
Centers for Medicare & Medicaid Services (CMS) — goes to the heart of this work. The laxer 
CMS' oversight of these private Medicare plans is, the more problems with Medicare Advantage 
plans we see. The looser the rules CMS sets for private plans, the harder it is for our clients to get 
the medical care they need. 

In its report presented today, the Government Accountability Office (GAO) describes 
how CMS failed to conduct the audits of Medicare Advantage plans mandated by law, and, when 
it did audit plans, failed to recoup subsidies that the audits showed had been misused by the 
plans. These audits are tests by CMS to see if the plans’ benefit packages were actuarially 
equivalent to the amount of money the plans were being paid. A failure to meet this test means 
that plan enrollees are not getting the benefits they deserve and taxpayers are not getting their 
money's worth. 

520 Eighth Avenue, North Wing, 3rd Floor • New York, New York 10018 
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Let me be clear. The Medicare Rights Center does not believe that this test of actuarial 
equivalence is sufficient to guarantee that Medicare Advantage plans provide the benefits people 
need. It does not ensure that for specific services — in particular for services like home health 
care, inpatient hospital care, skilled nursing facilities and chemotherapy that are used by very 
sick people — the benefits provided by many Medicare Advantage plans arc as good as the 
coverage provided under Original Medicare. It is a test that the coinsurance and copayments 
across all Medicare-covered services is, on average, on par with what Original Medicare charges. 

The inadequacy of this test, and the failure of plans to meet even this extremely low bar, 
means that an individual with a chronic or acute condition — someone recovering from a stroke in 
a skilled nursing facility, someone admitted to the hospital after a heart attack — can pay more 
out-of-pocket under a Medicare Advantage plan than he or she would under Original Medicare, 
even though taxpayers are paying the plan more than they would under Original Medicare. 

Individuals who enroll in Medicare Advantage plans cannot purchase supplemental 
coverage to cover the gaps in the benefit like they can under Original Medicare. Medicare 
Advantage plans, and private fee-for-service plans in particular, are being marketed as low-cost 
alternatives to supplemental insurance, yet they often fail to provide the protection against 
catastrophic medical expenses that people receive under any of the standard supplemental 
“Medigap” plans. Health insurance that works when you are healthy, but cuts out when you are 
sick, is not what Medicare has offered for over 40 years. 

True Story 

Mrs. B lives in Suffolk County, New York. She has ovarian cancer and receives 
chemotherapy. When she became eligible for Medicare in June 2006, she chose a 
Medicare Advantage plan because she had contacted the plan and been told it would 
cover ail costs associated with the chemotherapy. However, for her last two treatments, 
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she was charged copays totaling about $3,000. When Mrs. B's daughter-in-law contacted 
the plan, she was told that the charge represented copays for medications supplied under 
Part B. Her daughter told the counselor that if they had been told this in the beginning, 
they w'ould have stayed with Original Medicare. Fortunately, Mrs. B was still in the Open 
Enrollment Period and could change back to Original Medicare by March 31. If she had 
learned of her chemotherapy copayments in April, she would have been locked in to the 
plan for the rest of the year. 


Unfortunately, the poor coverage that Ms. B received for chemotherapy under her 
Medicare Advantage plan is not unusual. In researching a recent report on the benefits of 
standardizing Medicare Advantage benefit packages, the Medicare Rights Center found that 
many plans charge more for chemotherapy and odier physician-administered drugs then the 20 
percent coinsurance charged under Original Medicare. Even more commonly, plans carve-out 
chemotherapy and other Part B drugs from the annual caps they place on enrollees' out-of-pocket 
spending on medical services — if they have a cap. Some plans do both — charge more for 
chemotherapy and carve this seivhce out of their out-of-pocket cap. These practices are 
unacceptable. They discriminate against people with cancer and other illnesses that require 
treatment with high-cost drugs administered by their doctor. There are tw'o profit-maximizing 
motives for these policies: force very sick patients to pay for their health care out-of-pocket and 
drive sick patients out of these plans and, typically, back into the safe haven of Original 
Medicare. 

CMS has the authority to prohibit such plan designs as discriminatory. Such plans 
continue to be approved by CMS, how'ever, because the agency takes an overly restrictive view 
of its legal authority to prohibit discriminatory benefit packages. In 2004, the Medicare Payment 
Advisory Commission (MedPAC) recommended that CMS exercise its full authority to reject 
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plans that have beiiefii designs and cost-sharing structures that discriminate on the basis of health 
status. Still, CMS has not acted. We look to this Committee to find out why. 

Tt is time for Congress to mandate that CMS protect Medicare Advantage enrollees 
against such practices. One way to do that is to enact legislation, sueh as that included in the 
House-passed CHAMP Act, which would bar plans from charging more for specific medical 
services, such as chemotherapy, home health care or hospital admissions, than is charged under 
Original Medicare. 

CMS docs encourage plans to set a comprehensive cap on annual out-of-pocket spending 
on medical services. Plans that set such a cap at a low enough level — for 2008 it is the minimum 
amount spent by the 25 percent of people with Medicare with the highest out-of-pocket costs — 
are given greater flexibility by CMS in setting cost-sharing for individual services. In practice, 
this standard is so vague as to be meaningless. 

In our review of plan benefit packages, we found that most plans had no out-of-pocket 
caps, or set caps well above the threshold recommended by CMS, yet many of these plans 
charged higher copayments and coinsurance than Original Medicare for chemotherapy, hospital 
and skilled nursing admissions and home health care. Another option for Congress would be to 
put teeth in this standard. No plan could charge more than Original Medicare for any specific 
service unless it set a low enough limit on annual out-of-pocket spending that applied to all 
Medicare-covered services. 

There are some policymakers who will oppose stricter regulation of Medicare Advantage 
plans, preferring to let the marketplace cure abuses over time. These policymakers look to the 
Federal Employee Health Benefits Plan as a model worth of emulation. Under this system. 
Members of Congress and other federal employees choose from a private plan approved by the 
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Office of Personnel Management (0PM). Although Congress gave CMS authority similar to the 
power 0PM has to approve health benefit plans for federal employees, the results are quite 
different. The Medieare Rights Center recently reviewed the benefit packages available to 
federal employees living in Northern Virginia. Each of these plans set a eap on enrollees' out-of- 
pocket spending on medical care. Not one of these plans excluded chemotherapy or other vital 
medical services from these caps. People with Medicare deserve the same protections from profit 
maximizing insurers that Members of Congress and other federal employees enjoy. 

Congress should also remove the speeial exemptions that apply to private fee-for-service 
plans, the fastest growing and, for taxpayers, the most expensive type of private Medicare plan. 

In particular, private fee-for-service plans are exempt from the same review of their bids and 
benefit packages that HMOs and other Medicare Advantage plans undergo. That means that 
neither you nor the Administration has any idea if taxpayers are getting their money's worth from 
these plans — even the lax and inconsistent reviews by CMS that the General Accountability 
Office exposed in its recent report do not apply to these plans. There is also no review of whether 
the premiums that people with Medicare pay for these plans actually fund improved benefits or 
simply line the pockets of shareholders. The Administration has told this Committee it supported 
subjecting private fee-for-service plans to the same review as other Medicare Advantage plans. It 
is time for Congress to heed this advice. 

There is another reason the market alone cannot sort out the good plans from the bad. The 
sheer number of plans — in many localities there are over 50 to choose from — and the dizzying 
variety of plan designs makes it impossible for even the savvies! consumer to choose the right 
plan. Even MedPAC researchers, an astute bunch, could not determine with any certainty which 
plans provided comprehensive caps on out-of-pocket spending, and which plans exempted 
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certain services. Most people will not discover the loopholes in their coverage until they fall ill 
and find the drug they need is not eovered or the coinsurance for a specific service is exorbitant. 
Enrollees w'ho were happy at the low premium they paid quickly become angry that the coverage 
they were promised did not pan out. 

Research has consistently shown the gamble that people with Medicare take when they 
enroll in a private Medicare plan. MedPAC researchers found that the coinsurance for a 
chemotherapy regimen for colon cancer ranged from under $2,000 to over $7,000 in the plans 
they studied. The Commonwealth Fund modeled eosts for individuals in poor health under 88 
Medicare Advantage plans. In 1 9 of those plans, including plans with substantial shares of their 
local markets, sick individuals w'ould pay betw'een $285 and $2,195 more than they w'ould under 
Original Medicare with a Medigap Plan F, the most popular supplemental plan. 

Congress needs to look to the reforms enacted for supplemental Medigap plans as the 
model for how to help people with Medicare make an informed and appropriate selection of a 
private Medicare plan, if that is what they want. Medigap insurers can only market plans from a 
defined menu of benefit packages, each of which provides protection against catastrophic 
medical expenses. These plans compete on the basis of premium. They are prohibited from 
designing benefit packages that appear attractive at first blush, but prove to be riddled with 
loopholes and traps. The standardization of Medigap plans has substantially reduced the 
consumer confusion that once surrounded these plans and that made people with Medicare so 
vulnerable to aggressive and deceptive marketing. With standard benefit packages it would be 
easier for consumers to know what they are buying and for CMS, through the audit process 
under discussion today, to figure out if taxpayers were getting their money's worth. 
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The audits and other reviews of Medicare Advantage plans that we have been discussing 
concern the benefits these plans provide on paper. For those benefits to become real for people 
with Medicare, plan enrollees must actually be allowed to use the service. A low copayment for 
hospital admission does no good if the plan will not cover the surgery. Drug coverage is useless 
if your plan will not authorize coverage of the medicine you need. 

This is another area where plan performance, and CMS oversight, is lacking. A review of 
the recently released corrective action plans imposed on private Medicare plans by CMS shows 
that 94 percent of plans audited failed to meet CMS requirements on handling appeals and 
grievances. Plans commonly fail to issue timely notices of denial when they refuse to cover 
prescription drugs or medical services. Those denial notices often fail to explain the reason for 
the denial and at least one company failed to have medical doctors conduct the reviews of 
denials, as required by CMS. Without a prompt denial notice that explains the reason why the 
service is denied, plan enrollees cannot effectively pursue their appeal rights. In fact, they may 
not even know' that they have appeal rights. The failure of plans to implement these fundamental 
safeguards means that the access to benefits promised to plan enrollees may never be realized. 
Despite the seriousness of these offenses, the con'ective action plans imposed by CMS do little 
more than admonish the plans to ‘do a better job’ and follow the guidance they have already 
flouted. 

We began this testimony by recounting the experience of Mrs. B and the high 
copayments she was charged for chemotherapy by her private Medicare plan. The other aspect of 
Mrs. B's story — the false promises she received from plan representatives that her chemotherapy 
would be fully covered — illustrates the deception that is too often used in the marketing of 
Medicare Advantage plans. A CMS official recently told a conference of health plans that the 
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repoils of deceptive and fraudulent were not abating, but were “growing in intensity and 
volume.” We know now from the corrective action plans released by CMS that such marketing 
misconduct was widespread in large part because the Medicare Advantage plans do not have 
systems in place to prevent it. Agents are inadequately trained and supervised and not properly 
licensed. Plans do not consistently track rapid disenrollments, which should call attention to 
agents who misrepresent plans and sell plans that are ill-suited for the individual enrolled. Plans 
did not properly conduct calls to verify that new enrollees understood their new plan, either 
failing to make such calls or calling when the selling agent was present and able to coach the 
new enrollee on how to answ'er questions. Faced with the absence of these basic safeguards, 
CMS’ response is to insist, at some future date listed in the corrective action plan, that the 
company actually do what is already required of it. 

Admonitions by CMS to do better are inadequate. Companies need to face 
consequences — substantial monetary sanctions or freezes on enrollment— for failing to abide by 
marketing rules, implementation of basic consumer safeguards should be a precondition to 
participation, not a goal that companies will get around to eventually. The contrast between the 
detailed and thorough market conduct examination conducted on Humana by the Oklahoma 
Insurance Commissioner and the cursory summary of Humana’s marketing violations in CMS’ 
corrective action plan illustrates two divergent approaches to oversight. The difference in fines 
imposed on a company with over S20 billion in annual revenue is also indicative: $500,000 by 
Oklahoma, $75,000 by CMS. 

The pattern is clear. Whether it concerns marketing violations, denial of appeal rights or 
the inflated bids discovered upon audit, the response by CMS is not to punish the plans for 
misbehavior, not to recover for taxpayers the money we have paid for services not delivered, but 
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to wag their finger at the plans. When oversight is lax and enforcement is absent, enroliees in 
Medicare Advantage plans are shortchanged on their benefits and their access to care is 
compromised. We applaud this Committee for holding this hearing and urge you to do what you 
can to ensure that CMS makes all private Medicare plans play by the rules. 

The report referred to in this testimony authored jointly by the Medicare Rights Center 
and Californio Health Advocates is called “Informed Choice: The Case for Standardizing and 
Simplifying Medicare Private Health Plans . " It is available at 
htto://www.medicareriyhts.ors/MRC-CHA MAstandardization.pdf 
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Executive Summary 

This report posits that people with Medicare w'ould be better able to make informed decisions 
about their coverage options and be more likely to receive protection against high out-of-pocket 
spending on health care if Medicare private health plans — so-called Medicare Advantage 
plans — were only allowed to offer a finite number of standardized benefit packages. 

There is a marked difference between choosing among competing private Medicare health plans 
and selecting a supplemental “Medigap” policy. (Medigap policies are sold by private insurers 
and receive no government subsidy. They cover gaps, such as deductibles and coinsurance, in the 
standard Medicare benefit.) There are a limited number of Medigap benefit packages, all of 
which provide financial protection against catastrophic illness. By contrast, there is no limit on 
the variety of benefit designs employed by Medicare private health plans and no guarantee of 
protection against exorbitant medical bills. 

Combining a review of recent research with an examination of the benefit packages offered to 
people with Medicare in 2007, the report demonstrates that there are serious deficiencies in the 
benefit packages of Medicare private health plans. Among the shortcomings detailed in the 
report 

• consumers suffering from chronic illness can incur widely varying levels of cost-sharing 
under different plans; 

• many plans do not provide a limit on enrollees’ annual out-of-pocket spending for 
medical services or exempt certain services, such as chemotherapy, from such limits; 

• many plans charge more than Original Medicare for specific services, such as inpatient 
hospital care, nursing home stays or home health care. 

The report finds that the current marketplace for Medicare private health plans, which is 
characterized by an increasing number of plans with widely varying benefit designs, makes it 
nearly impossible for consumers to discover the shortcomings in plans’ benefit design. Informed 
choice is made more difficult by the aggressive marketing of Medicare private health plans and 
an over reliance by consumers on the information supplied by agents and brokers with a financial 
interest in pushing specific plans. Only a fraction of consumers utilize web-based plan 
comparison tools or advice from trained counselors in the State Health Insurance Assistance 
Program in selecting plans. 

Today's marketplace for Medicare private health plans bears marked similarities to the 
marketplace for Medigap plans before Congressional action mandated the standardization of 
these plans, a reform that successfully enhanced consumers’ understanding of their plan options 
and decreased the incidence of deceptive and abusive marketing. The regulatory structure for 
Medicare private health plans fails to prohibit benefit designs that disadvantage individuals with 
serious illnesses and does not provide consumers with the means for making an informed choice 
of plans. Drawing from its prior experience regulating Medigap plans. Congress should create a 
process to develop a limited number of benefit packages for Medicare private health plans that 
meet minimum standards of consumer protection. 
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Introduction 

Enrollment in Medicare private health plans has risen by over three million since 2003, with the 
fastest increase concentrated among private fee-for-service (PFFS) plans that are marketed as 
low- or zero-premium alternatives to supplemental Medigap plans.' Tins enrollment surge has 
been accompanied by a sharp rise in reports of aggressive and deceptive marketing of Medicare 
private health plans (also referred to as Medicare Advantage plans).- Besides the more lurid 
stories of marketing abuse — individuals w'ho were enrolled in plans without their knowledge or 
tricked into signing enrollment forms — counselors, advocates and insurance brokers have also 
fielded complaints from new Medicare private health plan enroltees who do not understand that 
they no longer receive the same protection against out-of-pocket spending for medical care that 
they had under their Medigap policies, are surprised that they cannot see their regular doctors 
and are devastated when they are hit w'ith high medical bills under their new' plans. 

To many observers, the current Medicare private health plan marketplace is reminiscent of the 
Medigap marketplace of the late 1980s. At that time, people with Medicare faced a dizzying 
array of Medicare supplemental insurance policy choices that were difficult to understand and 
impossible to compare. The confusion made older adults vulnerable to sale of duplicative 
policies and to “churning” — being switched from one Medigap policy to another by overly 
aggressive brokers seeking to maximize commissions.^ Congress responded to this situation with 
a series of reforms in the Omnibus Budget Reconciliation Act of 1990 (OBRA 90). The 
centerpiece of these reforms was a mandate to the National Association of Insurance 
Commissioners to develop a limited number of standardized Medigap benefit packages that all 
insurers could sell. 

The OBRA 90 reforms were a success.'' Following OBRA 90, it was easier for consumers to 
compare supplemental insurance products and prices and to choose the health benefits they 
needed at a known cost.^ In addition, complaints about plans and agents were reduced.'^ There are 
no hidden out-of-pocket costs in these products and no changes to their benefits once enrolled. 
Standardization has focused competition on premium pricing.’ Over the years, choosing a 
Medicare supplement policy has become one of the easier insurance decisions older Americans 
are required to make. It allow's this population, the majority of whom are on a fixed income, to 
budget for their annual health care expenses, although the premium is often unaffordable for 
people with Medicare w'ho have low' incomes. 

This repoit looks at the difficulties consumers face in selecting a Medicare private health plan 
and the deficiencies in the benefit structures of these plans. It makes recommendations for how' 
Congress can remedy these twin problems by creating a process to standardize benefit packages. 


Decisions Facing Consumers 

The selection of a Medicare private stand-alone drug plan or private health plan can have serious 
and irreversible consequences for the coverage a person with Medicare can receive. Mistaken 
individual enrollment in a Medicare stand-alone drug plan or a private health plan can cause a 
former employer to drop a retiree from a group plan offering comprehensive drug and 
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supplemental medical coverage, sometimes without the possibility of reinstatement. People who 
disenroll from a Medicare private health plan and return to Original Medicare typically have no 
right to a Medigap policy.*^ Most people enrolled in a Medicare private stand-alone dmg or health 
plan will find themselves locked into their plan — and locked out of a more appropriate coverage 
choice — for the calendar year. Aggressive and deceptive marketing tactics, underfunding for 
counseling services and a confusing marketplace of coverage options increase the likelihood that 
consumers will make the WTong choice and suffer a reduction in coverage and access to health 
care services as a result. 

A common choice facing consumers — choosing between coverage under Original Medicare with 
a Medigap plan and a stand-alone drug plan or enrollment under a Medicare private health plan 
with drug coverage — provides a revealing illustration. 

For people with Medicare who have incomes too high to qualify for assistance through the 
Medicaid program or who do not have supplemental insurance from their union or former 
employer, a supplemental Medigap policy is the most popular option to till gaps in the Original 
Medicare benefit.'^ A Medigap plan provides coverage for specific gaps in the Original Medicare 
benefit package and preserves access to the full range of Medicare providers whether an 
individual seeks care in his or her own home town or while traveling w ithin the United States. 

In the 17 years since Medigap plans were standardized and insurance companies limited to the 
sale of standardized plans, 65 percent of consumers have purchased just tw'o plans that provide 
the most comprehensive first-dollar coverage.*^ People with Medicare have indicated a strong 
preference to pay the premiums these plans require to have protection against unanticipated 
medical expenses of unknown amounts. 

With the subsidies Medicare private health plans receive for providing standard Medicare 
benefits, they have begun marketing themselves as low-premium, or no-premium, altematives to 
Medigap policies. But Medicare private health plans are subject to much less stringent regulation 
of the benefit packages they provide than Medigap supplemental policies. As a result, people 
with Medicare have a much more difficult time comparing the benefits offered by these plans to 
competing Medicare private health plans, to Original Medicare or to the benefits provided by a 
Medigap supplemental policy. More seriously, enrollees in these Medicare private health plans 
who fall ill can find themselves hit with high bills for medical expenses and with no protection 
against catastrophic expenses for medical care. 

The choice between Original Medicare with a Medigap supplement and coverage under a 
Medicare private health plan requires consumers to w'eigh restrictions on access to providers, 
utilization management restrictions on access to medical care and exposure to out-of-pocket 
spending, including premiums, copayments and coinsurance for specific medical services 
(information that is not easily accessible). Consumers must also compare the drug coverage 
available under a Medicare private health plan and a stand-alone drug plan. 
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Drug Coverage 

Since 2006, insurers have been barred from selling Medigap plans that include prescription drug 
coverage. The new Medieare Part D prescription drug benefit is available only through private 
plans, either stand-alone drug plans or Medicare private health plans with drug coverage; there is 
no option to receive drug coverage directly through Medicare. Selecting the most suitable drug 
coverage presents a similar comparison exercise whether the plan is offered as part of a Medicare 
private health plan or as stand-alone coverage. 

Consumers must determine whether a plan covers their drugs, whether the restrictions it imposes 
(prior authorization, step therapy, quantity limits) impedes coverage and whether the plan’s 
combination of premiums, copayments and other out-of-pocket costs and drug pricing make it 
the “best buy.” Consumers must also determine whether the pharmacies of their choice 
participate in the plan, particularly mail-order pharmacies. Prices on individual drugs can change 
at any point during the year as can fonnulary coverage (although plans are currently required to 
grandfather coverage for the remainder of the year for members already taking a drug). Given the 
impossibility of predicting future diagnoses, and the drugs that will be prescribed as treatment, 
there is little ability to assess the value of coverage under a different drug regimen from the 
current one. 

Provider Access 

Nearly all hospitals, skilled nursing and other post-acute care facilities, and over 90 percent of 
doctors, accept assignment by Medicare (meaning they agree to accept the Medicare-approved 
amount as payment in full).' ' Nearly all these providers accept supplemental coverage from any 
Medigap plan.'" 

Provider access under a Medicare private health plan is more difficult to determine. Potential 
enrollees in HMOs, which only cover services provided by network providers except in 
emergencies, can check to see if their current doctors and local hospitals are in the plans’ 
network. But HMOs can drop providers from their networks or providers can decide they no 
longer accept a plan at any point during the calendar year, when plan members are locked into 
the HMO. Since plan members cannot predict what conditions they may get and if the specialist 
they need will be in the plan’s network, they are left having to plan for an unknown future based 
solely on their needs today. Potential enrollees in prefeiTed provider organizations (PPOs) face 
the same risk and must also detennine w'hether out-of-pocket costs for out-of-network services 
are prohibitive or provide affordable access as an alternative to a network provider. The risk is 
greatest to potential enrollees in private fee-for-service (PFFS) plans. Although enrollees can 
seek care from any provider willing to accept the plan’s rates and rules, providers w'ho do not 
have written contracts with the plan — the overw'helming majority of PFFS providers — decide 
whether to accept the plan with each visit or treatment. A provider that accepts the plan one day 
may decline it the next time.''^ 
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Utilization Management 

An assessment of the medical benefits provided by Medigap and Medicare private health plans 
involves a comparison of the utilization restrictions imposed on medical services and the 
premiums and other out-of-pocket costs the plans impose. Medigap plans do not restrict 
utilization; they must rely on Medicare’s payment determinations and cover services paid for by 
Original Medicare. Medicare private health plans also provide coverage for all procedures that 
Original Medicare covers, but can impose conditions on coverage that restrict or improve access 
to services and they can set their own out-of-pocket costs for different covered services. For 
example, Medicare private health plans can eliminate the requirement imposed in Original 
Medicare that a stay in a skilled nursing facility is preceded by a hospital stay of at least three 
days. At the same time. Medicare private health plans can impose a range of additional 
restrictions, from requiring referral from a primary doctor for specialist care to requiring 
members to gel permission from the plan (prior authorization) before a hospital stay, surgery or 
durable medical equipment purchase. 

Out-of-Pocket Costs 

The most important factor for most consumers when trying to make a choiee is eost. The cost 
information presented to consumers to entice them to join a Medicare private health plan can be 
misleading. When choosing a Medigap plan, however, consumers can be sure of what they are 
getting. 

Consumers can choose from 12 standard Medigap plans, tw'o with high deductibles. All plans 
cover Medicare out-of-pocket costs for lengthy hospital stays and provide protection against high 
out-of-pocket expenses for Part B services (such as for chemotherapy or radiation treatment), 
either through lull coverage of all Part B out-of-pocket costs or, in plans K and L, after annual 
cost-sharing has been met. 

Consumers make the choice of paying a higher premium for coverage of the deductibles for Parts 
A and or whether to pay a lower premium and pay a portion or all of Part B out-of-pocket 
costs below a cost-sharing limit (plans K and L and high-deductible plans F and J). In addition, 
consumers choose whether they want coverage of excess Part B charges when providers do not 
accept assignment (plans F, G, I and J) and w'hether to forgo coverage for Medicare cost-sharing 
($124 for days 21 through 100) for a lengthy stay in a skilled nursing facility (plans A and B). 

All companies offering Medigap plans offer at least one of the standard plans and compete on the 
basis of premiums, which are regulated at the slate level'^ 

On the other hand, there are no standard benefit packages for Medicare private health plans. 
Every one of the dozens of plans available in a consumer’s area may be structured differently. 
Plans may, or may not, limit annual out-of-pocket spending. Those that do can set the limit at 
any level and can exempt specific services, such as chemotherapy and other Part B drugs, from 
the limit. Hospital coverage may, or may not, include out-of-pocket expenses for lengthy stays in 
hospitals or skilled nursing facilities. Instead of the standard Part A deductible, plans often 
substitute per-day payments, but the wide range of chargeable days and daily rales makes 
comparison difficult and disguises out-of-pocket costs that can exceed the Part A deductible. 
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Similarly, plans can impose out-of-pocket costs on home health serviecs that Original Medicare 
provides at no cost or shorten the number of days in a skilled nursing facility that are provided 
without copayment under Original Medicare. Medicare private health plans typically charge flat 
copayments for doctor visits but charge more for additional services, such as diagnostic tests, or 
procedures, such as chemotherapy. 

Benefit designs that have higher out-of-pocket costs for certain types of care generally favor the 
healthy, so relatively healthy people may think a private health plan will be a good deal until 
they are diagnosed with cancer or another health condition that requires extensive medical care. 
Then they may face high out-of-pocket costs they never counted on and realize they would have 
been better off under Original Medicare with a Medigap supplement. At that point, they are 
locked into their health plan choice for the rest of the year and may not be able to buy a Medigap 
supplement when they can change plans. 


Medicare Private Health Plan Benefit Packages: Unhealthy for 
Consumers 

Recent research shows how Medicare private health plans’ benefit packages can disadvantage 
certain plan enrollees, particularly those with severe or chronic illnesses. 

Under a mandate from Congress, the nonpartisan Medicare Payment Advisory Commission 
(MedPAC) issued a report in December 2004 looking at the extent Medicare private health 
plans' benefit designs affected access to Medicare-covered services and discouraged enrollment 
of sicker individuals.*^’ In part, because of limitations on the data available, the MedPAC report 
drew no conclusion on whether benefit designs skewed enrollment toward healthier individuals. 
But the report did find numerous examples of plan designs that imposed disproportionately high 
out-of-pocket costs on medical services needed by seriously ill individuals and plans that left 
enrollees exposed to high out-of-pocket expenses for specific services. Surveying 505 plans 
accounting for 90 percent of Medicare private health plan enrollment, MedPAC found the 
following: 

• Fifty-four percent of plans charged 20 percent or more for Part B drugs (which include 
chemotherapy drugs). Two-thirds of those plans had no limit on annual out-of-pocket 
spending. The remaining third had some form of cap on member spending, although 
researchers could not determine if the cap applied to some or all Part B drugs. 

• Nineteen percent of plans charged 20 percent or higher for radiation therapy services, 
with only one-third capping out-of-pocket spending. 

• Twenty-two percent of plans charged comparable or higher amounts for inpatient hospital 
care. One-third of those plans had no catastrophic protections. 

• Fifty percent of enrollees were in plans with no cap on out-of-pocket spending. Tw'enty 
percent w'ere in plans with a cap that applied only to inpatient hospital care. Thirty 
percent were in plans with caps that applied to inpatient hospital care and at least some 
other Medicare services. 
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The MedPAC report also compared the cost of treatment for colon cancer in the three Medicare 
private health plans with the largest enrollment in the country. Looking only at the costs of the 
chemotherapy regimen, and excluding related costs such as for anti-nausea medications, 
researchers found annual out-of-pocket spending that ranged from $1,990 on the low end to 
$6,550 and $7, 1 00 on the high end. The two high-cost plans had greater-than-average rates of 
plan members who left the plans because of the cost of premiums, copayments or coverage 
issues. (Those disenrollment rates occurred before the imposition of lock-in; Medicare private 
health plan members are now generally barred from leaving their plan until the next year.) 

A November 2006 report by the AARP Public Policy Institute shows how Medicare private 
health plans have used the flexibility they have in benefit design to lower out-of-pocket spending 
for individuals in good health while raising out-of-pocket costs for those with serious or chronic 
illness. Between 1999 and 2005, average annual out-of-pocket expense in the lowest-premium 
Medicare private health plans for medical and hospital serxdces for individuals in good health 
rose from $ 1 1 7 to S 1 66, but then dropped to S73 in 2006. During the same time period, out-of- 
pocket costs for individuals in poor health rose from $258 in 1999 to $1,219 in 2005, remaining 
essential flat in 2006.'^ It is worth noting that this disproportionate rise in out-of-pocket expenses 
for individuals in poor health was maintained during the 2003-2006 period when Medicare 
private health plan overpayments were rising and full-risk adjustment of payments was being 
phased in. 

The same period also saw a dramatic rise in out-of-pocket costs imposed for inpatient hospital 
services. In 1 999, Just 4 percent of the lowest premium Medicare private health plans charged 
any copayments for hospital admission. In 2006, 89 percent of Medicare private health plans 
impose such copayments. Between 2002 and 2006, the average out-of-pocket cost for a three-day 
hospital stay rose from $271 to $371, while the average annual cost for two six-day stays and a 
three-day stay rose from $900 to $1,429. These rates of increase, 37 percent and 59 percent, 
respectively, substantially outstripped the 1 7 percent rise in the inpatient deductible ($952 in 
2006) under Original Medicare over the same period.*^ 

Researchers found that 56 percent of the lowest premium Medicare private health plans offering 
drug coverage had no out-of-pocket limit on medical expenses. More than half of the plans with 
limits set caps at more than $2,500. The authors concluded that the structure of most Medicare 
private health plans does not protect individuals with extensive health care needs from 
substantial out-of-pocket spending.'^ 

A May 2006 Commonwealth Fund report also shows how the benefit designs employed by some 
Medicare private health plans can impose disproportionately high cost-sharing burdens on 
individuals in poor health. The paper compares the out-of-pocket spending for individuals in 
good, fair or poor health under Medicare private health plans to what similar individuals would 
spend under Original Medicare with a Medigap Plan F offered at a community-rate premium 
(premium does not take into account age or health status)."'* 

Looking at 88 plans marketed in 44 localities around the country with substantial penetration by 
Medicare private health plans, researchers found that 19 of the 88 plans imposed greater cost- 
sharing for inpatient hospitals stays, doctor visits and other medical care than a person would pay 
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under Original Medicare with a Medigap Plan F supplement. This array of services cost plan 
enrollees between $285 and $2,195 more per year under these nineteen plans than under Original 
Medicare with a Plan F Medigap. 

Yet the plans with high out-of-pocket costs did well in the market. The 19 plans accounted for 
over 340,000 Medicare private health plan enrollees; 5 of the 13 plans with more than 20 percent 
of the local Medicare private health plan market imposed these higher costs on their unhealthy 
enrollees. One of the worst plans, with a benefit design that resulted in nearly $2,000 in 
additional expenses for the sampled serviees, had garnered nearly a quarter of the local Medicare 
private health plan market. 

The wide variation in potential liability for out-of-pocket spending prompted the report’s authors 
to recommend increased standardization of Medicare private health plan benefit packages, 
including a requirement that plans set reasonable caps on annual out-of-pocket spending. 

These reports illustrate the potential pitfalls for consumers as they seek to enroll in a plan that 
provides financial protections against unforeseen illness. The disturbing trend toward ever-higher 
copayments for hospital admissions also shows how plans’ ability to alter benefit designs on an 
annual basis presents plan enrollees with an annual dilemma — whether to stick with the plan they 
have or shop around, assuming enrollees know that plan benefits have changed. The Centers for 
Medicare & Medicaid Services’ (CMS) review of plan benefit designs seems unable to prevent 
substantial numbers of plans from shifting costs onto their sickest, most vulnerable enrollees. 
Medigap plans, on the other hand, cannot alter the plan benefits offered, and those plans are 
guaranteed renewable as long as premiums continue to be paid. 

But the case for standardizing Medicare private health plan benefits rests as much on the 
irregular benefit design as it does on more widespread deficiencies, such as the absence of caps 
on out-of-pocket spending. These types of loopholes in plan benefits are the least likely to be 
noticed by consumers and the most likely to come as a surprise when illness strikes. Some of 
these coverage gaps — high out-of-pocket costs for home health services, for example — may be 
relatively rare, but the fact that relatively few plans adopt these features shows that it is feasible 
to mandate that plans forgo them. Major deficiencies — the absence of caps on out-of-pocket 
spending — are more common. Without minimum standards to ensure tlieir adoption, Medicare 
private health plans that provide such comprehensive protection may be more likely to see 
enrollment by less healthy, higher-cost consumers, making it more difficult financially for plans 
to provide such coverage. 


Overpayment to Medieare Private Health Plans Have Not 
Eliminated the Problems 

The Medicare Prescription Drug, Improvement, and Modernization Act of 2003 (MMA) sharply 
increased payments to Medicare private health plans and changed how' the Centers for Medicare 
& Medicaid Services (CMS) reviews plan benefit packages. Yet all of the problems in Medicare 
private health plan benefit design presented in the reports mentioned above remain in the 2007 
plan offerings. Our own review of two categories of plans — the private fee-for-service (PFFS) 
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plans with a national presence and the health maintenance organizations (HMOs) marketed in a 
fully developed Medicare private health plan market, Los Angeles — shows that deficiencies in 
plan design are present in both types of plans."* 

PFFS plans are the fastest growing type of Medicare private health plan, with nearly 1 .5 million 
new members in just the last three years."^ They are also marketed as lower-cost alternatives to 
Medigap coverage under the promise — often false — that enrollees will have the same choice of 
providers that they have under Original Medicare. Given this marketing strategy, it is worth 
exploring how these plans stack up both against Original Medicare and against coverage with a 
supplemental plan. 

To use one example, there are 20 PFFS plans available in Benton County, Arkansas, where CMS 
estimates between 1 5 and 25 percent of people with Medicare are enrolled in Medicare private 
health plans. Residents can obtain a Medigap Plan F, covering all Medicare cost-sharing for the 
monthly premium of$i 18.83. High-deductible Medigap plans that initially retain Medicare out- 
of-pocket costs but begin covering all cost-sharing at SI,860 are available at $49.08, and a 
Medigap Plan L (Medicare out-of-pocket costs reduced by 50 percent, out-of-pocket spending 
capped at $2,070) is sold for $66.48.^^ None of these Medigap premiums are subsidized by 
Medicare. 

Despite receiving subsidies from Medicare — the maximum payment rate in Benton County is 
$195, or 34 percent higher than the monthly average cost of providing care under Original 
Medicare alone — not one PFFS plan provides equivalent protection against out-of-pocket 
spending under a low-premium plan. Just three plans provide lower comprehensive caps on out- 
of-pocket spending below the levels for Medigap Plan L, but premiums for enrollees range from 
$98 to $121. Between the premiums charged for these plans, and the excess payments from 
Medicare, the combined cost to consumers and taxpayers is likely over $200 per month.”** 

Premiums for PFFS plans in Benton County range from $0 to S 121, and the benefits enrollees 
receive is subject to even wider variation and bear no clear relationship with the premiums 
charged. 

WellCare markets three PFFS plans in Benton. Its most expensive option, the Summit plan, at 
S 1 2 1 per month, charges no copayments for doctor visits, hospital stays and numerous other 
outpatient services. The charge for Part B drugs, how'ever, is the standard 20 percent; there is no 
cap on out-of-pocket spending. WellCare also offers a zero-premium plan. Concert, which 
includes a $3,650 cap on out-of-pocket spending. That cap, however, does not cover Part B 
drugs, and the coinsurance rate for tliose drugs is set higher, at 30 percent. 

WellCare is not the only PFFS plan in Benton County that charges more for Part B drugs than 
Original Medicare. SecureHorizons MedicareDirect Rx Plan 52 also charges 30 percent for Part 
B drugs, carving them out of the $3,900 cap on out-of-pocket spending. This plan has several 
other unique features. It charges $375 per day for the first 1 1 days of a hospital stay, which 
comes to $4,125. The same 1 1-day stay in a hospital under Original Medicare would only cost 
$992 (tlie standard Part A deductible). Even only factoring in the national average hospital stay 
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of six days, a person enrolled in the plan would pay $2,250 while someone enrolled in Original 
Medicare (with no supplemental insurance) would pay $992. 

SecureHorizons also reverses the copayment structure for skilled nursing facilities from the way 
Medicare pays for this service. Under SecureHorizons, a stay in a skilled nursing facility costs 
$ 1 60 per day for the first 25 days and is free for the next 75 days. Original Medicare assesses no 
copayment for the first 20 days and SI 24 per day for the next 80 days. For the average length of 
stay — 26 days — Original Medicare would cost $744, while the SecureHorizons plan would cost 
$4,000. 

Post-acute care — skilled nursing facilities and home health care — is an area where enroliees in 
Medicare private health plans can find higher out-of-pocket costs. Two Medicare private health 
plans in Benton County charge their members for home health care, a service Original Medicare 
provides without charge. The two Sterling PFFS plans charge between 1 0 percent and 1 5 percent 
for home health care; neither limits out-of-pocket spending. Universal American’s Today's 
Options plans also charge 15 percent for home health care, although these plans have caps on 
out-of-pocket spending that cover all medical services set at either $2,500 or $3,000. Humana’s 
PFFS plans ($5,000 comprehensive out-of-pocket cap) also begin charging earlier for stays in a 
skilled nursing facility, imposing S90-per-day fees starting on the fourth day. 

These are just a sampling of the problematic benefit features that consumers must be careful of 
as they compare benefit packages among the 20 competing PFFS plans in Benton County. 
Premium levels provide little guidance on the richness of the benefit. The most expensive plan, 
WellCare’s Summit, provides no protection against high out-of-pocket spending on Part B drugs. 
For a SIO premium, consumers can join Universal American’s Today's Options Value plan, 
which caps charges for chemotherapy at $150 per visit and includes all Part B drugs under a 
$3,000 cap. 

One zero-premium plan, SecureHorizons, charges substantially more than Original Medicare for 
an average stay in a hospital, while the Humana zero-premium plan charges $550 per stay, a little 
more than half as much as Original Medicare. Neither plan offers coverage as good as Original 
Medicare for the average skilled nursing facility stay. UniCare’s Secure Choice Classic charges 
nothing for the first 20 days in a skilled nursing facility and just $25 per day for the next 80. 
There are, however, two catches; it does not come with drug coverage, and home health care 
comes with a 1 5 percent coinsurance — a service that Original Medicare provides for free. 
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Problems with PFFS Plan Benefit Packages: Benton County, Arkansas 
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In Los Angeles County, out of the 1 0 Medicare HMO contracts with the highest enrollment, only 
one plan, offered by Kaiser Permanente, provides a comprehensive cap on out-of-pocket 
spending for medical expenses (set at $4,000, higher than the limit of S3, 100 recommended by 
CMS) and sets limited copayments for Part B drugs. The Kaiser plan has a serious limitation, 
however, charging $300 per day for an inpatient hospital stay. A hospital stay of 10 days, the 
point at which out-of-pocket costs end for hospital stays under the Kaiser plan, could amount to 
more than three times the inpatient deductible under Original Medicare. 

Two HMOs, SecureHorizons and Citizens, cap annual out-of-pocket spending on some medical 
services but specifically exclude Part B drugs. Both companies, along with California 
Physicians’ Service, offer plans that involve a trade-off: a tight network of doctors in exchange 
for brand and formulary coverage in the doughnut hole, no copayments for doctor visits and free 
or greatly reduced costs for hospital admissions, all for no premium. Enrollees in these plans 
may reasonably expect full financial protection for medical expenses, including drugs. However, 
their coverage for Part B drugs leaves them exposed to unlimited out-of-pocket spending. 

Unfortunately, at least one plan shifts even more costs onto cancer patients in Los Angeles. 
Central Health Plan, the choice of nearly 2,000 Los Angeles residents, charges 30 percent for 
Part B drugs — 1 0 percent higher than the rate under Original Medicare — with no cap on out-of- 
pocket spending. The plan charges no premium and no copayments for doctor visits or hospital 
admission and reduces the Part B premium by $23. 
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Consumer Decision Making 

This report, like prior reports by other researchers, shows that it is possible, with sufficient staff, 
time and expertise, to compare the benefit structures of a limited number of Medicare private 
health plans and discern where specific plans leave enrollees vulnerable to high out-of-pocket 
spending. It is not realistic, however, to expect most people with Medicare to make the same 
informed assessments of their coverage options, given what is known about how' people with 
Medicare currently make choices about their medical and drug coverage. In addition, even if 
people with Medicare were able to find all the information on benefit structures, they do not have 
a crystal ball that can tel! them whether they should choose the plan that offers better 
chemotherapy benefits or better skilled nursing facility benefits. 

With no standardized options for Medicare private health benefit packages, the difficulty in 
making an appropriate choice of plan becomes a function of the number and complexity of plans 
available in the community. In Los Angeles, for example, there are 5 1 Medicare private health 
plans (including 1 5 special-needs plans for populations that meet specific criteria). A market this 
complicated can paralyze consumer decision making. As noted by a 2006 AARP Policy Institute 
survey of people wdth Medicare, “when older adults are faced with too much information to 
process and/or information that is complex and difficult to understand ... it is likely to raise their 
level of anxiety and w-orry. In such situations, individuals often avoid the burden of decision 
making by simply making no decision and staying with the status quo.”"^ 

According to the Medicare Payment Advisory Committee (MedPAC), roughly half of people 
with Medicare relied on family and friends in selecting a Part D plan.'^ Family and friends are 
undoubtedly a great help, particularly to the 29 percent of people with Medicare who suffer from 
cognitive or mental impairments.'^ But informal advisers face the same obstacles in 
understanding plan coverage options. They have limited time to devote to plan selection and may 
have similarly low' levels of health literacy. 

The second-most used source of advice about Medicare options comes from insurance agents 
and the Medicare private health plans themselves, according to the same MedPAC report.^^ 

Given the financial incentives motivating insurance agents and the inadequacy of agent training 
provided by the plans, this source of advice is also problematic. Consumers cannot rely on a 
simplified comparison between plans as they can with a Medigap policy, making it more risky to 
rely on the representations of agents and brokers. 

Few people w'ith Medicare used the plan comparison tools developed by Medicare or obtained 
advice from a trained counselor, relying instead on information from the plans themselves. 
According to a report by MedPAC that included an analysis of how people obtained information 
about Part D coverage, “[i]n general, few focus group participants said they had used web-based 
tools or counselors to help them make decisions. They w'ere more likely to mention company 
plan descriptions they received in the mail, phone calls to plans, and conversations with plan 
representatives at special events.”"'^ 

In its assessment of Part D decision making, the AARP Policy Institute concludes that people 
with Medicare “do not adequately understand the differences among health plan design options.” 
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Therefore, the policy goal of improving quality and lowering costs through consumer choice is 
potentially compromised by the “multiple choices and complicated options.” As a remedy, the 
AARP paper suggests integrating the drug benefit into Original Medicare and standardizing “the 
options in a manner similar to the way Medigap plans are standardized to make them more 
comprehensible to beneficiaries.”'*" 


The Current Medicare Private Heaith Plan Regulatory Structure 

Medicare private health plans play a dual role for consumers. They serve as an alternative means 
of delivering Medicare coverage, and consumers view the plans as a means for lowering cost- 
sharing under Medicare and for providing services not covered by Original Medicare.^' The 
current statutory and regulatoiy stmeture, however, fails to guarantee either that members of 
Medicare private health plans will receive the standard Medicare benefit or that the most glaring 
gap in the standard benefit — the lack of protection against catastrophic medical expenses — is 
filled. Individuals w'ho enroll in a Medicare private health plan, unlike Original Medicare, cannot 
use supplemental insurance to fill the gaps or cover excessive cost-sharing in their Medicare 
private health plan. 

All Medicare private health plans submit bids to the Centers for Medicare & Medicaid Services 
(CMS), the federal agency that administers the Medicare program, which estimates plans’ cost of 
providing Medicare coverage to each enrollee in the counties in which they operate. These bids, 
however, do not have to replicate the out-of-pocket costs under Original Medicare. This means 
plans can charge flat copayments for doctor visits instead of the 20 percent charged under 
Original Medicare. Instead of the $992 deductible for a hospital stay, they can charge a per-day 
copayment. In its review of plan bids, CMS actuaries determine if the benefit package contained 
in the plan bid is actuarially equivalent as a whole to the standard Medicare benefit. Of course, 
that means that for any individual member, depending on what services are needed throughout 
the year, a member’s out-of-pockel costs could be higher or lower than if the member had been 
in Original Medicare alone. 

Out-of-pocket costs for specific services — home heaith care, hospital stays. Part B drugs — do not 
have to be actuarially equivalent to what people have to pay for these services under Original 
Medicare. This means that a Medicare private health plan can charge people for home health 
care — which Original Medicare provides at no charge — if, in the judgment of CMS actuaries, 
out-of-pocket costs for other services are sufficiently reduced. CMS actuaries base their 
judgment on the utilization patterns for particular services. If utilization of home health services 
is low, the extent that plans must compensate by charging less for other medical services is 
minimized. If utilization of home health services is high, plans must make steeper or broader 
reductions in out-of-pocket costs for other services. 

While this may benefit a wide swath of plan members by lowering the out-of-pocket costs of 
widely used services — such as visits to a primary doctor — the impact on specific individuals, 
such as those who need home health services, can be harmful. To the extent that out-of-pocket 
costs is raised on services (such as home health services or Part B drugs) used predominantly by 
individuals with serious illnesses or disabilities and lowered on services (such as visits to 
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primary doctors) used by both healthy and sick cnrollees, costs are shifted from the healthy onto 
tlie sick. This not only raises questions of equity, it also raises the prospect of a benefit design 
that caters to and attracts to the plan the healthiest, least costly cnrollees while discriminating 
against those who become ill and discouraging enrollment by those with high health costs. 

CMS does have the authority to reject plan bids that are discriminatory. In practice, however, 
CMS does not use this authority to reject benefit structures that have the effect of raising the out- 
of-pocket costs on specific services, even if those services are largely used by individuals with 
specific illnesses. Nearly half of Part B dmgs are billed to Medicare by oncologists,^’ for 
example, yet plans can and do impose higher out-of-pocket rates for Part B drugs than Original 
Medicare. Some plans exempt Part B drugs from out-of-pocket limits, discriminating against 
those who need chemotherapy by imposing higher out-of-pocket costs. 

For non-PFFS plans, the bid review process does provide CMS with broad authority to shape the 
benefit packages offered by Medicare private health plans. Plans are given additional flexibility 
under the bid review process to raise out-of-pocket costs for individual services, such as home 
health care, if they provide an annual limit on out-of-pocket spending at, or below, a level set by 
CMS. For 2007, CMS recommended that plans set maximum out-of-pocket spending at $3,100, 
the minimum amount spent by the 25 percent of people with Medicare with the highest medical 
bills. What tins additional flexibility entails is not clear. What is clear is that the presence of an 
out-of-pocket limit is not a strict prerequisite for CMS to allow plans to charge higher out-of- 
pocket costs than Original Medicare for specific services most often used by sick people. 

Supplemental benefits under Medicare private health plans are funded by premiums paid by plan 
cnrollees and by rebates plans receive if they are able to provide basic Medicare coverage for 
less than the payment rate in their area. Under its bid review authority, CMS can negotiate with 
plans over the supplemental benefits they provide. The agency can ensure that these 
supplemental benefits “fairly and equitably” reflect the income from rebates and enrollee 
premiums that plans receive. But plans are generally free to devise the supplemental benefits as 
they see fit. They can provide free gym memberships or travel coverage — benefits that are more 
likely to be valued by relatively health cnrollees — rather than a limit on annual out-of-pocket 
spending.''"' 


CMS’ test for actuarial equivalence of the basic Medicare benefit and its authority to reject 
discriminatory benefit structures apply to all Medicare private health plans, including private fee- 
for-service (PFFS) plans. But CMS is barred by law from reviewing bids from PFFS plans to 
determine if the basic Medicare benefit “fairly and equitably” reflects the premium charged to 
enrollees. Similarly, CMS is barred from negotiating with PFFS plans to ensure that 
supplemental benefits “fairly and equitably” reflect the combination of Medicare subsidies and 
enrollee premiums that plans receive for providing such benefits.^^ This loophole for PFFS plans 
means that CMS is, in effect, barred from assessing whether taxpayers and consumers are getting 
their money’s worth from the PFFS plan. 
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The Solution 

Previous investigations of Medicare private health plan benefit packages and consumer decision 
making have pointed to standardization of plan benefits as a means of enabling informed 
consumer choice and minimizing the risk of inappropriate plan selection. In their 2001 
Commonwealth Fund paper, Cieraldine Dallek and Claire Edwards say that the market for private 
Medicare plans “may have reached a point similar to that of the Medigap market prior to the 
1990s reforms, where the confusion caused by differing benefit packages outweighed any 
advantages associated with these differences.”'’*' vSince that report, the number and variety of 
Medicare private health plan choices have increased dramatically, underscoring the authors’ 
point that the market for these plans is “undermined if beneficiaries are unable to make an 
informed choice among their health care options. 

Similarly, a MedPAC report recognizes that standardized Medicare private health plan benefit 
packages would permit comparisons of alternative plans and relieve some of the administrative 
burden on providers to sort out differing copayment and coinsurance rates for a patient 
population enrolled in multiple plans. The report also acknowiedges how' the standardization of 
Medigap policies promoted greater competition on the basis of premiums. 

However, MedPAC stops short of recommending standardized Medicare private health plan 
benefit packages, citing a number of concerns with standardization, including 

1 . widely varying payment rates may make standard packages unattractive in some parts of 
the country; 

2. standard benefit packages may stifle creativity in the development of novel benefit 
designs; 

3. standardized packages could cause adverse selection. 

Below we address each of these concerns and provide evidence that they do not prevent adoption 
of standardized benefits for Medicare private health plans. 

1. Widely varying payment rates may make standard packages unattractive in some parts 
of the country. In some w'ays, this is almost a nonissue because Medicare private health plans 
already have widely varying payment rates across the country, and that has not put a dent into the 
plans’ membership enrollment. Medicare private health plans respond to the wide variation in 
payment rates across different counties by using one of three strategies; varying premiums, 
altering benefit packages or opting out of certain counties. 

For example. Universal American offers the same benefit packages across the country: Today's 
Options Premier Plus and Value Plus PFFS plans. The benefit packages ($2,500 and $3,000 out- 
of-pocket maximums respectively; drug coverage at no additional premium) are consistent, but 
the premium charged ranges from $10 to $40 to $80 for the Value Plus plans and $45 to $80 to 
SI 17 for the Premier Plus plans, depending on the amount the payment rates exceed local costs 
under Original Medicare. The excess monthly payment in effect acts as a premium subsidy for 
plan members. 
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Similarly, Humana has two standard Humana Gold Choice PFFS plans offered in most states. 
Both plans provide a $5,000 out-of-pocket maximum, but differ in the amount of out-of-pocket 
costs charged for both inpatient and outpatient hospital services. Premiums for the lower-cost 
plans are set at either $0 or $69 and at $20 or $89 for the higher-cost plan, depending on the 
spread between Medicare private health plan payment rates and average per-person costs under 
Original Medicare in the county. 

The practices employed by these two plans demonstrate the feasibility of marketing standard 
benefit packages across the country despite widely varying payment rates. If Medicare private 
health plan payment rates were put on par with Original Medicare costs in all counties, it would 
facilitate even broader and more consistent marketing of Medicare private health plan benefit 
packages that comport with mandatory standards. 

The alternative strategy used by some plans — adjusting benefit packages to reflect the degree of 
overpayment in a particular county — makes it more difficult for marketing agents to adequately 
explain the benefits under the plethora of plans offered by one company. Plans that adopt this 
strategy under the overriding goal of offering zero-premium plans subject plan members to 
egregiously high out-of-pocket costs for essential services. 

UnitedHealthcare, for example, has 13 different SecureHorizons PFFS products available in 
different parts of the country. In Utah's Morgan and San .luan counties, the differing spread 
between private plan payment rates and Original Medicare costs results in widely different out- 
of-pocket maximums and cost-sharing imposed for stays in hospitals and skilled nursing 
facilities that exceed rates under Original Medicare.^^ 

2. Standard benefit packages may stifle creativity in the development of novel benefit 
design. On the contrary, properly structured, standardized benefit packages should allow for 
innovation that adds value for plan enrollees while prohibiting the imposition of cost-sharing 
that places at a disadvantage enrollees needing specific services. The goal should be to provide 
some uniformity in protection across a range of nondiscretionary, medically necessary services 
and prevent the marketing of plans that presents the illusion of protection against high out-of- 
pocket spending but have gaping loopholes in these protections. 

Plan “creativity" in benefit design should be focused on adding improvements to basic benefit 
packages. Creativity in benefit design that creates loopholes in coverage should be squelched. 
Plans could market standardized benefit packages with additional features — on-call nurses, 
dental benefits, gym membership — providing consumers with both a reasonable assurance of 
protection against high out-of-pocket costs, a better understanding of how their benefit package 
compares to others as well as the features that plans find useful in marketing. Such a structure 
forces plans to prioritize allocation of resources to protect enrollees against high out-of-pocket 
spending and reduce cost-sharing for core medical services before enticements like gym 
membership are added to packages. 

The strongest case for standardized benefit packages are plans that carve out specific services, 
such as Part B drugs, from their caps on catastrophic spending. These carve-outs are 
unjustifiable, and it is unrealistic to expect consumers to discover which services are or are not 
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included under the cap or anticipate their need for specific services in the future. Even MedPAC 
researchers were not always able to determine when caps on enrollee spending excluded certain 
services. Caps on out-of-pocket spending should be comprehensive, providing blanket insurance 
that plan enrollees will not be bankrupted by catastrophic illnesses. 

Protection against catastrophic spending should be the centerpiece of all standardized benefit 
packages that provide a richer benefit than Original Medicare. Descriptions of standard benefit 
packages should clearly articulate the maximum annual amount of out-of-pocket spending. 

At a minimum, standard benefit packages should charge no more than Original Medicare for 
individual services, such as inpatient hospital stays, home health care or Part B drugs, although 
equivalent copayments (set dollar amounts) could be employed instead of coinsurance 
(percentage of cost) or deductibles. 

Standardized packages should also ensure that out-of-pocket costs are commensurate across a 
range of services, preventing plans from highlighting specific features that hide or obscure gaps 
in protections. Consumers presented with plans advertising zero copayments for doctor visits and 
hospital stays may reasonably expect to have no cost-sharing, or, at most, minimal cost-sharing 
for other nondiscrelionary medical services. Standardized packages could prevent plans from 
offering such packages that leave plan enrollees completely exposed to unlimited out-of-pocket 
costs for chemotherapy or other nondiscretionary treatments. 

Standard benefit packages do not necessarily have to dictate the specific copayment or 
coinsurance amount for individual services. For example, a per-day hospital copayment that caps 
out at the same level as the Original Medicare hospital deductible would form an element of one 
standardized benefit package; a copayment structure that never imposes costs more than half the 
standard deductible would be an element of a distinct benefit package. Similarly, copayments for 
primary care and specialist visits can be grouped according to how they compare with the 
standard 20 percent charge under Original Medicare. Differential copayments designed to 
encourage utilization of cost-effective services or high-quality providers can also work in this 
framework. What should be excluded is differential cost-sharing that penalizes utilization of any 
nondiscretionary medical services, such as chemotherapy or radiation therapy. 

3. Standardized packages could cause adverse selection. The experience under Part D shows 
how inadequate minimum standards for benefits create adverse selection for plans that seek to 
improve on the standard benefit package. Consumers with high drug costs flocked to the few 
plans that offered coverage of both brand-name and generic drugs in the gap, or “doughnut 
hole,” in the standard benefit, forcing companies to discontinue these products. 

Similarly, not having a mandate to protect enrollees against catastrophic expenses — for 
chemotherapy, for example — creates a disincentive for plans to add this crucial feature to their 
benefit package.^” Standardized benefit packages should be designed such that all of them 
provide some level of protection against high out-of-pocket spending. Competition will then 
focus on premiums, added benefits or other “creative” features in benefit design, such as care 
coordination services. 
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Conclusion 

The current market for Medicare private health plans and stand-alone drug plans mimics a 
similar situation corrected by federal legislation in which Congress acted to standardize policies 
that supplemented Medicare benefits.'^' Prior to the enactment of OBRA 90 these policies had 
proliferated in number, each with different riders, benefit variation, deductibles and out-of- 
pocket cost requirements that made it impossible for consumers to compare one policy with 
another. Congress acted in response to numerous complaints that consumers were unable to 
make informed decisions about their health care coverage in a market with too many confusing 
choices. 

The Medicare private health plan marketplace today is also characterized by consumer confusion 
and aggressive and deceptive marketing practices. Consumers are forced to sort through a 
seemingly infinite variety of benefit packages, many of them with specially designed loopholes 
in coverage, with no assurance that they will be protected against high out-of-pocket spending. 

The development of specific standardized Medicare private health plan benefit packages should 
follow a similar process as that used to establish the current Medigap products. The National 
Association of Insurance Commissioners should establish an expert panel including state 
insurance regulators, consumer representatives and representatives from both the plans and the 
Centers for Medicare & Medicaid Services (CMS) to develop model regulations. The 
development of standard benefit packages should seek to accomplish the following goals: 

• Make it easier for consumers to compare a limited number of alternative plans; 

• Protect consumers against catastrophic medical expenses, regardless of the type of 
illness, site or type of medical service; 

• Ensure that out-of-pocket costs for individual medical services, such as home health 
services or inpatient services, are equivalent to or less than the out-of-pocket costs 
imposed by Original Medicare. 

Researchers, state regulators and consumer groups have each drawn the parallel between the 
Medigap market before 1990 and the Medicare private health plan market as it exists today. 
Congressional action to reform the Medigap market succeeded in eliminating unlimited benefit 
designs, giving consumers the ability to evaluate and make their own choices, thus drastically 
reducing marketing abuses. Congressional reform to standardize and simplify Medicare private 
health plans is long overdue. The time for Congressional action is now. 
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Chairman STARK. Thank you. 

Mr. Hotchkiss. 

STATEMENT OF HARRY HOTCHKISS, SENIOR PRODUCTS AC- 
TUARIAL DIRECTOR, HUMANA INC., LOUISVILLE, KENTUCKY 

Mr. HOTCHKISS. Chairman Stark, Chairman Lewis, Represent- 
ative Camp, and distinguished Members of the Subcommittees, 
thank you for inviting me to testify about Humana’s Medicare Ad- 
vantage or MA bid process. As an actuarial director for senior prod- 
ucts for Humana, my responsibility is limited to working on the 
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team that develops and submits bids and responds to CMS MA bid 
audits. 

Humana has served Medicare beneficiaries for many years. We 
currently offer prescription drug and MA plans in all states. Today 
I will discuss Humana’s compliance with the regulatory require- 
ments for bid submission following the enactment of the Medicare 
Modernization Act. My written testimony also describes how this 
worked prior to MMA. 

The MMA changed the way plans develop and submit bids and 
how they determine the value of the premium and benefit structure 
for their MA plans. Humana has detailed structures and controls 
in place to meet bidding, process, and audit requirements. 

The MMA changed the timing and submission rules for premium 
and benefit filings. CMS’s 45-day notice of rates comes out in mid- 
February, and the final rate book containing the benchmarks 
comes out the first Monday in April. CMS issues bid instructions 
soon after, and bids are due the first Monday in June. 

As you can see from this chart off to my right, we begin our bid 
and pricing modeling in January. The bids represent Humana’s ex- 
pected average cost for the Medicare-covered benefits for each plan. 
The expected average costs for Medicare-covered benefits are then 
compared to the CMS MA benchmark. If the plan’s bid is below the 
benchmark, the plan must use 75 percent of the savings to increase 
members’ benefits, decrease members’ premiums, or cost-sharing. 
The remaining 25 percent of savings is returned to the federal 
treasury. 

Bids are completed by the first week of May and are peer-re- 
viewed by a team of internal qualified actuaries. Revisions are 
made, and bids are then processed through an internal audit pro- 
gram that checks for outliers based on preestablished parameters. 

CMS uses a similar process. Each outlier is reviewed, and adjust- 
ments are made where necessary. We then develop the actual docu- 
mentation required by CMS, including 2-year look-back claim cost 
forms. We upload this information to CMS’s system by the filing 
deadline. We then correct any discrepancies identified by CMS in 
their validation tests. By mid-June, we submit actuarial bid certifi- 
cations. 

For the next 45 days, CMS’s audit firms conduct a thorough re- 
view of all bids and benefit packages. When issues arise, we gen- 
erally respond within 48 hours. The auditors sign off on our bids. 
In mid-August, CMS releases the final PDF and RPPO bench- 
marks. We reconcile these final benchmarks with our earlier ex- 
pected benchmarks and resubmit affected bids. In early September, 
CMS approves our bids. 

CMS’s auditors then evaluate the reasonableness and consistency 
of our assumptions with applicable actuarial standards of practice 
and CMS’s instructions for completing the bid forms. Auditors con- 
duct a desk audit, followed by a one-week onsite visit. We then re- 
spond to an initial draft of their findings and/or observations. Audi- 
tors then issue a final agree/disagree letter, to which we provide a 
final response. 

For contract year 2006, CMS audited two contracts, resulting in 
no material findings. For contract year 2007, CMS audited two con- 
tracts, yielding one finding and two observations. We inadvertently 
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used a rate development factor for provider expenses that didn’t re- 
flect all provider reimbursement structures for the plans. This re- 
sulted in beneficiaries in the two affected plans receiving a slightly 
better benefit. For 2008, we improved our methodologies based on 
this finding. 

As you evaluate improving this process, we respectfully suggest 
that final audit reports be issued in March of the contract year in 
order to impact the following year’s bids. Humana has mechanisms 
and controls in place to internally and externally audit our proc- 
esses to comply with statutory, regulatory, and contractual MA pro- 
gram requirements. 

My written testimony also describes actions related to other 
areas of the MA program, including corrective action plans and site 
audits. I am part of the bid and audit team, and our processes are 
vigorous in all areas. 

We take seriously the trust that the government has placed in 
us to offer coverage to Medicare beneficiaries and understand the 
vulnerability of this population. We seek to cure any issues brought 
to our attention, whether by external or internal sources. Thank 
you. 

[The prepared statement of Mr. Hotchkiss follows:] 
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Chairman Stark, Chairman Lewis, Representative Camp, Representative Ramstad 
and other members of the Committee, thank you for inviting me to testify about 
compliance with regulatory requirements of the Medicare Advantage (MA) plans’ bid 
proposal process. 1 am Harry Hotchkiss, an actuary and an actuarial Director for Senior 
Products for Humana Inc. in Louisville, KY. My responsibilities are limited to being a 
member of the team responsible for the development, review and submission of premium 
and benefit packages or Bids to CMS and responses to audits of those Bids under the MA 
program. 

For more than twenty years, Humana has served Medicare beneficiaries through 
health plans that offer affordable, comprehensive health care coverage. We currently 
offer stand-alone prescription drug plans (PDFs) in 50 states, the District of Columbia 
and Puerto Rico; private fee-for-service plans (PFFS) in 50 states and Puerto Rico; 
regional preferred provider plans in 23 states; local preferred provider plans in 21 states; 
and HMDs in 9 states and Puerto Rico. We also offer Medicare Supplement products 
(Medigap) in 39 states, the District of Columbia and Puerto Rico. In addition, Humana 
offers private health plan options through the Department of Defense’s TRICARE 
program to military families and retirees and plans to government employees through the 
Federal Employees Health Benefits Program. We offer Medicaid plans in Florida and a 
Medicaid-type plan in Puerto Rico. Finally, we offer health insurance coverage and 
related services to employer groups and individuals. In total, we provide medical 
insurance to over 1 1 million members. 

My testimony today will address how Humana complies with the regulatory 
requirements for bid submission, both before the passage of the Medicare Modernization 
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Act of 2003 (MMA) when such submissions were called “Adjusted Community Rate 
Proposals” (ACRs) and after MMA, when such submissions are called “Bids.” I will 
conclude with some remarks about overall regulatory compliance activities. I have 
divided my discussion about the ACR and bidding processes into four areas: 

1 . ACR (Bid) Development 

2. ACR (Bid) Benefit Review 

3. CMS ACR Review; Bid Negotiation 

4. CMS Audits 

Preparation of ACRs and Bids is an actuarial process that involves coordination 
among Humana’s product development, sales, finance, market management, corporate 
management and actuarial staff This process requires a robust project management and 
actuarial rate development plan, Included in the process are mechanisms for reviewing 
the accuracy of our ACRs and Bids. We use both internal and external reviewers and/or 
auditors to ensure that our filings comply and are consistent with statutoiy and regulatoiy 
requirements and CMS guidance. The findings from our own rigorous reviews permit us 
to continuously improve our submissions. As you will see, w'e act upon and use any 
findings or observations made in regulatory audits to inform and continuously improve 
our processes going forward. We take seriously the trust that the federal government has 
placed in us to offer coverage to Medicare beneficiaries and understand the vulnerability 
of the Medicare population. As in any regulatory audit or site visit, we seek to resolve 
expeditiously any issues brought to our attention whether by internal or external sources. 

Now, 1 will explain the pre-MMA or ACR process in its entirety followed by the 
Bid process in its entirety, including any external audits that have occurred. 
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ACR Development Process 

Prior to implementation of the MMA, contracted MA plans submitted ACR proposals to 
CMS that included both a description of benefits [Plan Benefit Package (’TBP”)] and a 
premium rate filing (“ACR”) that supported the benefits being offered. The PBP listed 
the benefits covered, the member’s cost sharing for each benefit and the member’s 
monthly premium for the benefit plan. The ACR detailed the average cost of the benefits 
per member, the value of the member's cost sharing, expected premium from CMS and 
the member’s monthly premium for the benefit plan. 


2001 ACR Precaralian !»ch«(Jule 



Exhibit 1 - ACR Submission Timeline 

Our work on the ACR proposals began about 12-18 months prior to the actual due 
date for the filings. During that period of time, we developed and tested pricing models 
through which we would run the necessary pricing and benefit data. Six months prior to 
the filing date, we began to collect the data necessary to develop the proposals. During 
this period, CMS issued ACR instructions, modeling, and benefit software and conducted 
training sessions which we attended. We notified our local market offices of any new 
CMS requirements, provided estimates of the next year’s revenue based on the ratebook 
published March 1 until 2004 (published late March for 2004-2005) and worked with an 
outside actuarial firm to review our proposals. We also used additional actuarial 
consulting firms on occasion for peer review. In addition to internal quality control 
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checks and peer-review activities throughout the process, from 2001-2005, Humana’s 
Internal Audit Department perfomied company audits of the proposals. 

Our ACR proposals were based on Medieare Fee-for-Servicc data for any new 
plans we offered, For existing plans, we used actual Humana claims cost experience. 

The value of member’s cost share was based on actuarial factors. The expected premium 
from CMS was based on CMS-determined rates published first in a 45-day Notice (mid 
January of each year from 2001-2003 and the end of March for 2004-2005) outlining the 
methodologies it expected to use to calculate national/local rates as well as guidance for 
expected changes in reimbursement rates and other financial information. Secondly, 

CMS published its actual ratebook with per-member capitation rates by county on March 
t from 2001-2003 and the end of March from 2004-2005. 

The ratebook provided the final instructions either confirming or modifying what 
was released in the 45-day Notice and provided any additional rate information pertaining 
to Medicare capitation payment rates. These capitation rates were the basis (starting 
point before adjustments) for the expected payment rates from CMS that were included in 
the ACRs. If a plan’s cost of benefits was less than the CMS cost, the Plan would add 
benefits, lower premiums, lower cost-sharing, place extra monies in a Benefit 
Stabilization Fund for subsequent years or a combination of these actions. If the plan’s 
costs were higher than the CMS cost, the plan would have to reduce benefits, increase 
cost sharing, add or increase a premium on the plan. 

After the publication of the ratebook, we collected and summarized the claim, 
premium and enrollment experience for each of the existing Medicare plans as required 
by CMS. The actual experience became the basis for projecting the expected claims 
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costs in the rating period. Actuarial assumptions — such as claim cost trends, 
demographic or risk adjustments and benefit or cost sharing factors — were then applied 
to the experience period data to project expected claims costs for the rating period. 

We developed actuarial assumptions in accordance with the appropriate actuarial 
standards. Some of the factors we used in developing our ACRs and the benefit designs 
included: CMS requirements, beneficiary preferences, provider contracts, CMS capitation 
rate increases, claim cost trends, competitors' benefits, product options, administrative 
feasibility (ability to administer the product design), geographic service area and 
affordability of member premiums. We also developed expected claim costs for 
prescription drug benefits. Some of the factors we considered in the development of 
expected costs and rates for prescription drugs included: CMS ACR instructions, 
expected enrollment, average number of prescriptions, cost per prescription and 
dispensing fees charged by pharmacies. 

Based on the above data collection, our market office management staff, together 
with actuarial, product development, finance, sales and senior product leadership, 
determined what benefits, member premium and market/product expansions we would 
undertake as represented in our ACR submissions. 

ACR Review Process 

Before the filing deadline, we finalized the ACRs and benefits packages based on 
the most recent plan experience and any changes to provider contracting rates. We 
conducted internal and external audits of our ACRs the month prior to submission. First, 
the ACRs were peer-reviewed internally by senior actuaries for accuracy, reasonability 
and actuarial soundness. Necessary changes w^ere made. They were then sent to an 
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outside, actuarial consulting firm for final peer review. Additional, as-needed changes 
were made prior to submission to CMS. Humana’s Corporate Internal Audit Department 
also audited the proposals for 2001-2005. There were no material findings. 

CMS ACR Review Process 

Following ACR proposal submission, CMS reviewed the benefits using an 
accounting process that required the cost of benefits to be compared with the capitation 
rates offered by Medicare. CMS conducted desk reviews of the ACRs. We made any 
technical corrections or benefit adjustments required by CMS during this period. CMS 
then approved the ACRs. Following the approval of the ACRs, CMS approved the 
benefit packages. 

CMS ACR Audit Process 

CMS was required to audit the ACRs of at least one-third of the contracted MA 
organizations. CMS audited one or more of Humana’s plans each year for contract years 
2001 , 2003 and 2004. There were no Humana plans audited in 2002 and 2005. We note 
that in 2001 , there were two ACRs filed due to the passage of the Medicare Benefit 
Improvement & Protection Act (BIPA) which provided additional government payments 
to plans. Plans had ten days to refile ACRs following the publication of the new rates 
(effective March 1, 2001). CMS conducted an industry-wide ti'aining conference call on 
BIPA ACR instructions. It established certain rules as to how the extra monies could be 
spent and ultimately approved our refiled ACRs (which were based on their instructions) 
on February 1, 2001. The HHS Office of the Inspector General (OIG) later audited those 
proposals and disagreed with the allocation of extra monies. We provided all the support 
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documentation to substantiate our filings and maintained that we used the monies in 
accordance with requirements and instructions. 

That noted, CMS’ audit of ACRs, conducted by outside actuarial lirms, generally 
began in November and continued for four to six weeks. These audits began with an 
entrance conference call and a CMS list of requested data, followed by desk review and 
an onsite visit. The auditors evaluated the plan’s base period experience, support for two- 
year projections, whether the base year experience reconciled with audited financial 
statements, the most recent year’s budget, and what was prepared the previous year. The 
scope of the ACR audits was an audit of the plan’s ACR, tying the plan’s Medicare 
payment to its source documents and then to the plan’s audited financial statements. To 
the best of our recollection, the 200 1 , 2003, 2004 CMS ACR audits did not produce any 
material findings that affected members’ benefits or premiums. 

MMA Bidding & Audit Process 

Now 1 will discuss how we comply with the bidding process as implemented 
under the MMA. This process replaced the ACR process and resulted in significant 
changes to pricing models, training and staff to support the process. Exhibit 2 describes 
the general schedule for bid submission and approval. 
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Bid Development Process 

The MMA set forth a new timeline for the submission of premium and benefit 
filings. CMS publishes the 45-day Notice mid-February and the final ratebook (MA 
benchmarks), the first Monday in April. CMS generally issues instructions for 
completing bids 1-2 months prior to the filing date which is the first Monday in June. 

(We participate in CMS training sessions and technical guidance calls each year to ensure 
we meet statutory and regulatory provisions, as well as new CMS guidance.) The 
prescription drug benchmarks are generally published in August. 

The Bids represent Humana’s expected average cost for the Medicare covered 
benefits for each benefit plan. Bids can vary based on several factors — such as location 
(county) and risk characteristics of members. Like the ACRs, Bids are developed from 
actual claims cost experience for renewing plans. The expected average cost for 
Medicare covered benefits is then compared with the CMS MA benchmark (formerly 
capitation rates) found in the ratebook. If the plan’s bid is below the benchmark, the plan 
must use 75% of the “savings" to increase member benefits, decrease member premiums 
or member cost-sharing. The remaining 25% of savings are returned to the federal 
Treasury. 

Humana developed two separate bid pricing models to develop our bids: a 
medical benefits model and a prescription drug benefit model. These models were peer- 
reviewed and can be modified by our actuarial consultants. The models complete the bid 
forms in compliance with CMS’ instructions. The average cost for Medicare-covered 
benefits is developed in a similar manner as the ACR process previously described. 
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To develop the benefits offered under our plans, our product development and 
actuarial staff and local market leaders develop preliminary benefit structures for each of 
the products we intend to olTer in each geographic market and project enrollment. 
Actuarial pricing models are used to determine bid amounts for Medicare-covered 
benefits and to calculate the amount of savings for each plan. Tf there arc savings, we 
calculate the cost of additional benefits to be offered. Tf Humana’s cost is higher and/or 
if more benefits are offered than can be covered by 75% of the savings, the actuaries 
calculate the additional premium that members must be charged. Enrollment estimates 
are developed based on prior enrollment and the expected impact of benefit design, 
competition and member premiums. 

The 45-day Notice and the ratebook are used to estimate CMS payments for the 
Bids. To estimate the expected CMS payments for the Bids, we use the same information 
previously described. These payments are adjusted by expected Medicare health risk 
adjustment factors and expected enrollment in each county in the benefit plan’s 
geographic area. In April, we load CMS’ ratebook into our pricing model and make any 
necessary adjustments to the bid and pricing. Our teams meet with our markets to 
finalize the specific benefits for each type of Medicare Advantage and Prescription Drug 
Plan products to be offered. 

Humana Bid Review Process 

MA and PDP bids are generally completed by the end of the first week in May. 
Those bids are then peer-reviewed by a team of qualified, internal actuaries. Any 
necessary changes resulting from their peer reviews are made by the Medicare pricing 
actuaries and then reviewed and approved again by senior actuaries. Bids are then 
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processed through an internal audit program that checks for consistency between the MA 
and PD bids where appropriate and identifies any outliers based on pre-established 
parameters. Consistency checks include; consistency of plan name, prescription drug 
premiums, membership between the two bids, acceptable administrative expenses levels, 
service level costs, and risk /profit margins. This process is similar to the process CMS 
uses after plans submit their bids. Each inconsistency or outlier is reviewed and 
adjustments or corrections are made where necessary. Both the rate and benefit packages 
are reviewed by the product development and actuarial teams to ensure the benefits are 
accurate and consistent. 

Following the bid development, we develop the actuarial documentation required 
by CMS, including Two-Year Look-Back forms that summarize the claim cost 
experience by contract for the second prior year. This documentation is also peer- 
reviewed and any identified errors corrected. 

Bids, Plan Benefit Packages, actuarial documentation and the Two Year Look- 
Back forms are then uploaded into the CMS system by the first Monday in June. Our 
teams work together to correct any errors identified by CMS in their validation tests. In 
mid-June, we submit actuarial certifications for the bids which are signed by the actuary 
responsible for the bid. 

Bid Negotiation Process 

From late June through mid-August, CMS’ contracted actuaries conduct a thorough 
review of all bids based on instructions from the Office of the Actuary. CMS and their 
contract reviewers also review the benefit packages. If issues or questions arise, we 
generally respond within 48 hours and supply necessary documentation. For example, to 
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support the pricing assumption for the per-member-per-month cost of an inpatient facility 
benefit, Humana had to supply actuarial cost and utilization data. There are frequent 
conversations among the review'ers, CMS and Humana. As a result of these discussions, 
we may be required to resubmit bids and benefit packages to address any issues. All 
benefit changes afer initial submission that impact bids must be re-reviewed by CMS’ 
reviewing actuaries for bid impact. The contracted actuaries must sign-off on our bids to 
CMS before CMS will approve the bids. 

In mid August, CMS releases the final prescription drug and Regional PPO 
benchmarks. Since the actual benchmarks will differ from the estimated benchmarks we 
included in our bids back in early June, we then adjust our benefits and/or premiums and 
bids based on the national benchmarks. CMS allows one week for the revised bids and 
benefits to be resubmitted. In early September, CMS approves our bids and attestations. 

CMS Bid Audit Processes 

Shortly after CMS’ approval of the bids, they notify Humana of the bids that they 
will audit. CMS contracts with outside actuarial firms for these audits. The audits center 
around the reasonableness of the assumptions used for financial projections, the accuracy 
and reasonableness of the base period data and/or manual data supporting the bid 
submissions, ensuring the bids were developed consistent with the applicable Actuarial 
Standards of Practice as promulgated by the American Academy of Actuaries, and 
verifying that the bids were prepared consistent with the Instructions for Completing the 
Medicare Advantage or Prescription Drug Plan Bid Forms for a particular Contract Year. 

The auditing firm notifies Humana and conducts an initial audit entrance 
conference call among the auditors, the Office of the Actuaiy and Humana. Humana 
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compiles the data requested and provides the auditors with the necessary data. The audit 
firm conducts a desk review of the materials followed by a one-w-eek onsite visit to 
review all materia! and request additional infonnation. Soon after, Humana receives and 
responds to an initial draft of the firm’s findings or observations, The auditing firm then 
issues a final “Agrec/Disagree” letter which contains any findings or observations made 
by the auditors. Humana then is.sues a final response to that letter. 

From 2006 to present, Humana plans have been and are being audited. For the 
2006 plan year, CMS audited two contracts (a Regional PRO and an HMO). There were 
no material findings in either audit. There were two non-material observations which had 
no impact on the rates and benefits we offered: 1) lack of disclosure of our outside, 
consulting actuarial firm’s study as a source used in calculating a certain factor and 2) an 
inconsistency in a utilization factor. There were no findings or observ'ations noted for our 
PD/PDP plans. The final CMS audit was issued on June 26, 2006. 

For the 2007 plan year, CMS audited two contracts and issued one finding and 
tw'o observations for one of our HMOs. In that plan, we used a rate development factor 
for medical expenses that was an inadvertent error with the medical cost structure for the 
plans. The result of this inadvertent error was that members in the tw'o affected plans 
received a slightly better benefit. The finding and observation resulted in improvements 
to our methodologies for the 2008 bids as mentioned. The final 2007 CMS audit was 
issued on May 14, 2007. 

Finally, w'e believe it w'ould improve the bid process if the final audit reports were 
issued in March of the contract year to allow plans to include the impact from any 
findings and/or observations into the next year’s bids. 
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Other CMS Regulatory Oversight Activities 

As an organization offering MA plans (and stand-alone PDFs), Humana is subject 
planned and unplanned regulatory site visits and other reviews. Let me state for the 
record that Humana expects our policies, procedures, systems, management and 
operational implementation activities to be audited by CMS. Over the years, we have 
used internal and external resources to review, audit and maintain contract compliance. 
We have a 44-member regulatory compliance department; employ corporate Internal 
Audit resources and sometimes contract with external organizations to examine our 
operations. If a regulatory agency identifies an issue, Humana implements corrective 
actions. We have been subject to sanctions. We strive for zero tolerance in compliance 
with the requirements— but no one who provides services to Medicare beneficiaries is 
perfect. What we CAN do is have appropriate internal and external oversight and auditing 
mechanisms in place and work with regulatory agencies in curing any deficiencies they 
may identify to ensure contract compliance and improved beneficiary services. 

Given that MMA inaugurated the largest entitlement program expansion in 
decades, government and plan challenges of the 2006 contract year were great: 
information system issues, changing CMS policies (including those relating to the 
bidding process) to meet unexpected consequences of well-intended requirements, and 
the unexpected volume of beneficiary needs that stretched resources. In the end, most 
beneficiaries have coverage, most are satisfied with their coverage and neaidy all are 
saving money. 

Learning from the 2006 experience, Humana executed the following: 
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1) Conducted nationwide outreach to every state Department of Insurance, most 
State Health Insurance Assistance Programs (SHIPs), state Medicaid agency 
and other consumer advocacy groups to educate them about our plans and 
processes, providing them with a special toll-free number to call with 
questions and issues and contact names for assistance; 

2) Created a 20-person Perfonnance and Process Improvement Department that 
developed process management systems and controls for areas of highest risk 
to our members; 

3) Overhauled our sales management system including reducing dependence on 
contracted or delegated agents/brokers (we believe we have the largest 
employed sales force in the industry); 

4) Required contracted agencies to have compliance programs in place and meet 
certain sales practice performance standards 

5) Increased Humana sales management oversight; 

6) Redesigned agency licensing management system and operations as a result of 
systems’ flaws identified through state insurance exams and an Internal Audit; 
and 

7) Redesigned, systematized and added resources to our process for handling 
sales-related complaints including strengthening agent obligations and 
corrective action oversight. 

Our Medicare operations management meets weekly to review performance 

metrics. 

Conclusion 
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Let me reiterate that we take seriously the trust that the federal government has 
placed in us to offer MA coverage to beneficiaries and understand the vulnerability of 
this population. Humana continues to strive to comply with the statutory and regulatory 
provisions as well as CMS guidance and instructions as they relate to our contract 
obligations. In any regulatory audit or site visit, we seek to correct any issues brought to 
our attention whether by intemal or external sources. Our interna! findings as well as 
findings from outside sources are used to inform and continuously improve our 
operations. The challenges we faced in the operational implementation of the provisions 
of the MMA have been largely overcome. Our company has reported that sales-related 
complaints have represented about 'A of 1 percent of all our agent-assisted sales. We take 
ALL complaints seriously and work hard to resolve them. We report violators. We work 
closely with state and federal agencies in these efforts. 

Thank you for the opportunity to discuss the processes we have in place to meet 
the statutory, regulatory and contractual obligations in the MA Bid and audit process and 
issues identified in recent MA reviews. 
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Chairman STARK. Thank you. 

Ms. Polich. 

STATEMENT OF CINDY POLICH, SENIOR VICE PRESIDENT, SE- 
CURE HORIZONS, UNITEDHEALTH GROUP, MINNEAPOLIS, 
MINNESOTA 

Ms. POLICH. Thank you, Mr. Chairman, and thank you to the 
committees for giving me an opportunity to testify today. I am 
Cindy Polich, Senior Vice President of Secure Horizons, which is a 
part of UnitedHealth Group, and I help lead the company’s efforts 
in the areas of geriatric health and long-term care. 
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I have spent the last three decades working in the field of man- 
aged care and aging, am co-author of a book called “Managing 
Health Care for the Elderly,” which has been used as a college text- 
book, and I have done extensive research and teaching in geron- 
tology and health care. 

At UnitedHealth Group, we take our role as partner with the 
Federal Government very seriously. We are committed to working 
with Congress and regulators to make sure that CMS has the in- 
formation it needs to provide timely, impartial, and effective over- 
sight. 

Our participation in the Medicare program is fundamental to 
UnitedHealth Group’s mission: to support the health and well- 
being of individuals, families, and communities. We are proud to 
serve the 1.3 million members who have chosen our Medicare Ad- 
vantage plans. These plans provide integrated benefits, enhanced 
coverage, lower out-of-pocket costs, and coordinated care. 

Medicare Advantage plans are a health care success story for 
millions of Americans. Fully 90 percent of Medicare Advantage 
beneficiaries say they are satisfied with their coverage. We also 
know that over the past 4 years, the pace of change in the Medi- 
care program has created a steep learning curve for insurers, for 
regulators, and for beneficiaries alike. However, we believe that the 
new bidding and oversight provisions that recently took effect 
should greatly improve the ability of CMS to audit and monitor 
plans effectively. 

The recent GAO report focused largely on CMS auditing of the 
old adjusted community rate process, a process that no longer ex- 
ists. The new bid process that went into effect in 2006 is a signifi- 
cant improvement. While the old process was based on the costs 
and assumptions for a plan’s commercial business, the new bid 
process is focused specifically on Medicare. It is more in line with 
the way the business is actually managed, which means that CMS 
will now have more relevant processes and data to audit. Also new 
in 2006 was a requirement for actuarial certification of bids before 
they are submitted to CMS. This provides a higher level of rigor 
in bid development. 

CMS also has an important role in operational oversight. We 
take a diligent and aggressive approach to implementing any ac- 
tion plan that is requested by and developed with the agency. 
Often we find that issues raised by CMS already have been identi- 
fied through our own internal audit process, and work to imple- 
ment improvements is already well under way. 

UnitedHealth Group is also a strong supporter of rigorous over- 
sight of the sales and distribution of Medicare Advantage products, 
particularly private fee-for-service plans. That is why we backed 
CMS and the industry this summer in accelerating adoption of 
marketing guidelines that had been planned for 2008. 

Medicare Advantage was created in part to give Medicare bene- 
ficiaries additional health coverage choices because all of us under- 
stand that a one-size-fits-all approach cannot possibly meet the 
needs, the individual needs, of every Medicare beneficiary. 

Medicare Advantage plans provide benefits that do go beyond 
original Medicare and Medicare supplement. These benefits can in- 
clude integrated prescription drug coverage at no additional cost. 
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preventive and wellness services, vision and hearing benefits, and 
caregiver support. 

Moreover, Medicare Advantage plans can cover all of a person’s 
health care needs in one integrated benefit package. This means 
more than just convenience. It means better health. Medicare Ad- 
vantage plans encourage members to access primary and preven- 
tive care, which reduces acute episodes and hospitalization, pro- 
viding better outcomes at lower costs. 

An integrated benefit plan reduces fragmentation that can occur 
when a patient has multiple chronic conditions and multiple health 
care providers. This integration allows for better coordination and 
attention to individual needs across the continuum of care. 

Medicare Advantage plan sponsors have pioneered care and dis- 
ease management programs to support managers with serious 
chronic conditions and who are nearing end of life. Besides pro- 
viding great value to the individuals who need them, these pro- 
grams are also critical to the long-term financial health of Medi- 
care, since 20 percent of beneficiaries with five or more chronic con- 
ditions consume more than two-thirds of Medicare spending. 

At UnitedHealth Group, we believe that smart and effective gov- 
ernment regulation is good for beneficiaries, and we firmly believe 
that what is good for beneficiaries will be good for our company as 
well. We are committed to continuing to work in cooperation and 
in a collaborative manner with CMS and all Members of Congress 
to further this goal. 

Thank you. 

[The prepared statement of Ms. Polich follows:] 

Statement of Cindy Polich, Senior Vice President, 

Secure Horizons, UnitedHealth Group, Minneapolis, Minnesota 

Good morning, Chairman Stark, Chairman Lewis, Representative Camp, Rep- 
resentative Ramstad, and other distinguished members of the Subcommittees on 
Health and Oversight. I am Cindy Polich, Senior Vice President, Secure Horizons, 
which is a UnitedHealth Group business unit dedicated to serving the needs of 
Medicare beneficiaries. 

I have spent the past three decades working in the fields of gerontology and man- 
aged care. 1 am co-author of a book called Managing Healthcare for the Elderly, 
which has been used as a college textbook, and have done extensive research and 
teaching in gerontology and aging. At UnitedHealth Group, 1 have helped lead the 
company’s efforts in the areas of geriatric health and long-term care, including work 
with PacifiCare, UnitedHealthcare, and in the 1990s with the Evercare nursing 
home demonstration project, which became one of the models for Special Needs 
Plans in the Medicare Modernization Act of 2003 (MMA). 

My personal focus and commitment on improving health care for elderly Ameri- 
cans is one of the reasons that I came to work at UnitedHealth Group. 
UnitedHealth Group has long been committed to meeting the health care needs of 
older Americans. In fact, we serve one out of every five Medicare beneficiaries 
through Part D, Medicare Advantage, Special Needs and Medicare Supplement 
Plans. We offer such a comprehensive range of Medicare products and services be- 
cause we believe fundamentally in enabling beneficiaries to make choices based on 
their individual healthcare needs and preferences. We are proud to serve 1.3 million 
Medicare Advantage members in over 1,500 counties nationwide. 

For more than 20 years, private Medicare plans have been a health coverage op- 
tion for beneficiaries. Today, more than eight million Americans have chosen this 
option through a variety of Medicare Advantage plans offered nationally. ^ When 


1 Kaiser Family Foundation, June 2007 fact sheet, http://www.kff.org/medicare/upload/2052- 
lO.pdf 
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asked why they chose Medicare Advantage, members tell us they value the inte- 
grated benefits, enhanced coverage, lower out-of-pocket costs and coordinated care. 

The overwhelming majority of beneficiaries are satisfied with their Medicare Ad- 
vantage plan. According to a survey conducted earlier this year for America’s Health 
Insurance Plans, 90 percent of Medicare Advantage beneficiaries expressed satisfac- 
tion with their coverage, an increase over the 84 percent who were satisfied in a 
similar 2003 survey. For millions of Americans, Medicare Advantage plans are a 
health care success story. 

Our participation in the Medicare program is fundamental to UnitedHealth 
Group’s core mission: to support the health and well-being of individuals, families, 
and communities. And we know that our role in caring for seniors and the disabled 
brings with it heightened responsibility. With that in mind, I appreciate the oppor- 
tunity to testify today and offer perspective about Medicare Advantage and the im- 
portant role it plays in our health care system. 

Let me state at the outset that as one of the nation’s largest providers of Medicare 
Advantage plans, UnitedHealth Group and its Secure Horizons business unit sup- 
port the need for the Centers for Medicare & Medicaid Services (CMS) to gather, 
through audits and other means, the information it needs to provide timely, impar- 
tial and effective oversight of these programs. 

We take our role as a partner with the federal government very seriously, and 
want to continue to work with the Congress, CMS and other key stakeholders to 
address issues in a constructive way. We take very seriously the important role of 
Congress, and these Subcommittees, as stewards of the Medicare program. 

The Real Advantages of Medicare Advantage 

Medicare Advantage (as well as its predecessors, including Medicare + Choice) 
was created, in part, to give Medicare beneficiaries additional health coverage 
choices. Because health care requirements and preferences vary greatly and are 
very personal, a “one-size-fits-all” approach cannot possibly meet the individual 
needs of every Medicare beneficiary. 

Medicare Advantage members expect their plans to provide them with more value 
than they could receive from Original Medicare and at a lower cost than they would 
pay for a Medicare Supplement plan. Medicare Advantage plans accomplish this by 
providing: 

• Integrated Benefits and Care Coordination: Medicare Advantage plans are 
often the most cost-effective and convenient way for Medicare beneficiaries to cover 
all their healthcare needs in one integrated benefit package — rather than, for exam- 
ple, enrolling separately in a Part D plan, purchasing a Medicare Supplement pol- 
icy, calling multiple phone numbers for service, and managing the entire process 
themselves. 

But convenience and seamless customer experience is only a small part of the 
value of an integrated benefit plan. A comprehensive and integrated benefit plan re- 
duces the fragmentation that can occur when a patient is treated by a number of 
physicians and other health care providers, and allows us to manage across the con- 
tinuum of care. This care coordination is critically important for Medicare bene- 
ficiaries, especially those with multiple chronic conditions. 

Medicare Advantage plans offer a range of programs and services to help bene- 
ficiaries navigate the fragmented health care system, and ensure they receive the 
care most appropriate to their health condition. Medicare Advantage plan sponsors 
have pioneered programs that focus on pro-active clinical support for members with 
serious chronic diseases, such as diabetes, congestive heart failure or chronic ob- 
structive pulmonary disease. Offerings vary by plan, but can include care manage- 
ment, disease management and enhanced preventive and screening programs. These 
programs are particularly valuable to members with multiple chronic conditions and 
those nearing the end of life. These programs are critical to the future financial 
health of the Medicare program, since the 20 percent of Medicare beneficiaries with 
five or more chronic conditions consume more than two-thirds of Medicare spend- 
ing.2 

The Medicare Advantage program also includes Special Needs Plans, which pro- 
vide coordinated care and benefits that are uniquely appropriate and tailored to peo- 
ple with complex health care needs and chronic illnesses. 

• For example, when one of our Rhode Island members was hospitalized for seri- 
ous health problems including hypoglycemia, coupled with Type 2 Diabetes, her phy- 
sician recommended that she move to a nursing home or assisted living facility after 
discharge, since she could not take care of herself. But instead she enrolled in one 


2 “Chronic Conditions: Making the Case for Ongoing Care,” Partnership for Solutions, 2004. 
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of our Special Needs Medicare Advantage plans. A Care Manager came to her house, 
did an assessment and worked with her physician, social workers and home- and 
community -based service providers to develop a care plan that would allow her to 
live at home. Today, our member — who just over a year ago could not leave the 
apartment without assistance — lives in an independent living apartment complex for 
the elderly. She is thirty pounds lighter and goes out for walks every day. 

• Enhanced Coverage and Redueed Out-of-Pocket Costs: Medicare Advan- 
tage members tell us that what they value most from their plan are the extra bene- 
fits, lower costs and catastrophic protection provided hy Medicare Advantage. Medi- 
care Advantage plans provide benefits that go beyond Original Medicare and Medi- 
care Supplement, including in many cases: integrated prescription drug coverage at 
no additional cost, which in some cases includes coverage in the gap; preventive/ 
wellness services; vision and hearing benefits; and caregiver support, to name a few. 
Obtaining comparable coverage from Medicare Supplement and Part D plans could 
cost hundreds of dollars more per month. 

Moreover, Medicare Advantage plans have designed benefit structures that not 
only appeal to beneficiaries, but encourage them to access primary and preventive 
care. This is very important when managing chronic illness, as it reduces the prob- 
ability of an acute episode, lowers the incidence of hospitalizations, and improves 
the overall cost and quality outcome for beneficiaries. 

• Medicare Advantage makes a real difference in the lives of real people. For ex- 
ample, when a 78-year-old Secure Horizons member from Fort Worth suffered a heart 
attack and kidney failure, he had a quadruple bypass and months of rehabilitative 
therapy. The total bill was $1.3 million — but with his Secure Horizons Medicare Ad- 
vantage plan, he paid only $2,300 in out-of-pocket costs for the year. 

Regulatory Oversight 

Over the past four years, the rapid pace of change in the Medicare program has 
created a steep learning curve for insurers, regulators and consumers alike. After 
all, the Medicare Advantage program in its current form was approved in 2003 — 
just four years ago — and implemented less than 22 months ago. 

New bidding and oversight provisions implemented with contract year 2006 
should greatly improve the ability of CMS to audit plans effectively going forward. 
Two improvements that should have a materially positive impact include replacing 
the Adjusted Community Rate (ACR) proposal process with a new bid process, and 
requiring actuarial certification. 

In prior years, the rules governing the ACR proposal process required Medicare 
Advantage organizations to estimate the cost of providing benefits based on trend 
data related to how much they would charge commercial customers to provide the 
same benefit package. The projected Medicare costs were then adjusted to reflect ex- 
panded variations in trend or other factors. The recent GAO report focused pri- 
marily on CMS auditing of this old ACR process — which no longer exists. 

The new bid process is a significant improvement, because it recognizes that the 
Medicare business and the commercial business are not the same. The new bid proc- 
ess focuses on actual costs, trends, and projections for providing coverage for the ex- 
pected mix of Medicare beneficiaries served by the plan. The shift away from the 
commercial standard means that the rate-setting process now more accurately re- 
flects the requirements for serving Medicare beneficiaries and is more in line with 
the way the business is actually managed. This means CMS will be evaluating more 
relevant data and information. 

Also new in 2006 was the requirement that Medicare Advantage bids be actuari- 
ally certified before submission to CMS. This provides a higher level of rigor to bid 
development and ensures that the bids meet standards of actuarial practice. 

Finally, additional oversight provisions were implemented in 2006. Bids receive 
multiple levels of review: from outside auditors hired by CMS and the CMS Office 
of the Actuary before bids are approved, through post-contract-year audits; and from 
the CMS two-year “look-back” process. 

We support CMS in its continuing efforts to improve the Medicare program and 
its process of regulatory oversight. We are committed to doing our part to improve 
all areas of our Medicare Advantage programs. The GAO has made a number of rec- 
ommendations for improving the contracting and auditing process of Medicare Ad- 
vantage programs. CMS has concurred with the GAO’s recommendations and 
UnitedHealth Group strongly supports this position. 

As a further area of consideration, we recommend that as the financial audit proc- 
ess evolves that it focus on a company’s methodology for developing Medicare Ad- 
vantage bids across the range of plans the company offers. Ultimately, this might 
allow for a refinement of the current standard — which emphasizes the number of 
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audits conducted — freeing up resources to focus more on the underl3dng approaches 
a company uses to create its bids and the consistency with which these approaches 
are applied. 

In addition to its financial oversight, CMS has an important role in the oper- 
ational oversight of the Medicare Advantage program. 

With respect to our action plans, we take a diligent and aggressive approach to 
implementation, including conducting our own internal reviews and checks to en- 
sure that issues are resolved quickly and thoroughly. And, often, in areas that CMS 
highlights for further improvement, we have already engaged in activity, reflecting 
the work of our internal quality audits. 

Beneficiaries indicate they are highly satisfied with our offerings, and we are com- 
mitted to continuous improvement. 

Conclusion 

For millions of elderly Americans, Medicare Advantage plans provide not only 
needed flexibility, but also a wide range of benefits for meeting their unique health 
care needs. Smart and effective regulation is good for consumers, and we firmly be- 
lieve that what’s good for consumers will be good for our company as well. We are 
committed to continue working in a cooperative and collaborative manner with CMS 
and all members of Congress to further this goal. 

Thank you, Mr. Chairman and other distinguished members of the Subcommittees 
on Health and Oversight, for the opportunity to speak today on behalf of 
UnitedHealth Group. 


Chairman STARK. Thank you. 

Dr. Asner. 

STATEMENT OF BART ASNER, M.D., CHIEF EXECUTIVE 
OFFICER, MONARCH HEALTHCARE, IRVINE, CALIFORNIA 

Dr. ASNER. Thank you, Mr. Stark. My name is Dr. Bart Asner, 
and I am privileged to testify before this committee today. I am 
here representing CAPG, the California Association of Physician 
Groups, a trade association comprised of 150 medical groups in 
California who provide coordinated health care services to 12 mil- 
lion Californians, including 1.4 million Medicare Advantage bene- 
ficiaries. 

I am also the chief executive officer of Monarch Healthcare, a 
medical group in Orange County, California, which provides care 
for 175,000 patients, of whom 27,000 are Medicare Advantage 
beneficiaries. Monarch Healthcare physicians have real-life experi- 
ence in taking care of these patients, many of whom are fragile, 
vulnerable seniors. 

Let me first state that oversight of health plans is correct and 
appropriate. I am not here to defend or criticize CMS in its audit 
function, but rather to defend the Medicare Advantage program by 
providing a contrast between the episodic, disorganized care in tra- 
ditional Medicare and the comprehensive, coordinated care in 
Medicare Advantage. 

Critics of the Medicare Advantage program have used this GAO 
report as proof that Medicare Advantage plans are not using the 
money they receive to provide additional benefits to seniors. I am 
here today to say that this couldn’t be further from the truth. 

Seniors in California choose to join Medicare Advantage, such 
that in many areas, as Mr. Stark has alluded, 40 to 50 percent of 
seniors have enrolled in these programs and satisfaction is high. 
Enormous challenges lie ahead as the baby boomers age and enter 
the Medicare system, coupled with the rising rate of chronic illness 
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such as diabetes and heart disease. Medicare Advantage can and 
will address this challenge in California by having built the infra- 
structure to care for these patients. 

Medicare Advantage provides seniors with greater value, in both 
economic and human terms, when compared to Medicare fee-for- 
service. The true value of Medicare Advantage is evident and real- 
ized in enhanced benefits, additional services, better quality care, 
and at a lower total cost to our senior citizens. 

Medicare Advantage plans provide additional benefits to our pa- 
tients, including vision, dental, podiatry, chiropractic, and, very im- 
portantly, coverage of the doughnut hole in the drug benefit. Every- 
one deserves these benefits. For the many low income beneficiaries 
in our programs, these services are vital to their health and well- 
being. 

Much has been made of the difference in the cost to the govern- 
ment of Medicare Advantage versus traditional Medicare. In fair- 
ness, one should consider the cost to the beneficiary as well. When 
the costs to the beneficiary of coinsurance, Medigap coverage, and 
non-covered drugs are taken into account, the true cost of Medicare 
Advantage is less than traditional Medicare. In addition, this lower 
cost to the beneficiary promotes better access to health care serv- 
ices. 

The value proposition for Medicare Advantage is lower total pro- 
gram costs coupled with superior quality, as I will explain. Medi- 
care Advantage beneficiaries receive comprehensive care under our 
model in California. Many seniors are frail elderly with chronic ill- 
nesses who are confused by the complexity of the health care sys- 
tem. Under Medicare Advantage, California physician groups pro- 
vide care coordination programs to guide these patients through 
the health care system and ensure that they receive the right care 
at the right time in the right setting. 

We employ experienced nurse care managers to work with these 
seniors in both the inpatient and outpatient setting to be certain 
that they do not fall through the cracks that inevitably arise as pa- 
tients move from doctor to doctor and from inpatient to outpatient 
settings. We employ hospitalist physicians who provide high qual- 
ity, consistent care to patients in the hospital and skilled nursing 
facilities, as well as staff in clinics for the high-risk patients 
transitioning to the outpatient setting. 

Monarch nurses provide case management services for our pa- 
tients at high risk of complications to see that they receive the care 
that they need, such as specialist visits, medications, and durable 
medical equipment. We work with their primary physicians to offer 
disease management programs and other preventative services to 
keep people healthy. 

Monarch has invested in and deploys technology unavailable to 
the individual physician in private practice to remind them of rec- 
ommended preventative care, such as vaccinations, and of chronic 
illness patients who have not come to see them in their office. 

Medical groups in California have made multi-million-dollar in- 
vestments in disease registries, electronic health records, and tech- 
nology to improve the care of our patients. Thanks to the aforemen- 
tioned programs, additional resources, and investments in tech- 
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nology, the quality of care received by these patients is superior in 
Medicare Advantage. 

It is difficult to be a physician today and to think beyond the im- 
mediate needs of the patient who is being seen in the examining 
room. Under Medicare Advantage, we manage the care of popu- 
lations of patients, not merely the one-time episodic interactions of 
a patient and physician. 

California physician groups participate in programs that meas- 
ure quality and performance, and align the incentives of physicians 
with the goals of these programs. No comparable programs exist in 
traditional Medicare. 

CMS has recently stated that it will no longer pay for volume, 
but must pay for value. Medicare Advantage programs in Cali- 
fornia provide that value. Let us together optimize health care 
quality at a cost our nation can afford for these deserving seniors 
through the Medicare Advantage program. CAPG and its members 
urge Congress to consider both the true economic performance of 
Medicare Advantage as well as the superior care this program pro- 
vides to enhance the health and well-being of our nation’s seniors. 
Thank you. 

[The prepared statement of Dr. Asner follows:] 

Statement of Bart Asner, MD, Chief Exeeutive Officer, 

Monarch Healthcare, Irvine, California 

Good morning. My name is Dr. Bart Asner, and I am the Chief Executive Officer 
of Monarch HealthCare, a medical group of 1,900 physicians serving 175,000 pa- 
tients in Orange County, California. I am here as a board member and past Chair- 
man of the California Association of Physician Groups (CAPG). On behalf of CAPG, 
its 150 member groups, the 59,000 physicians who practice in those groups, and the 
12 million patients, including 1.4 million Medicare Advantage beneficiaries, they 
serve, I would like to thank Chairman Stark, Ranking Member Camp, Chairman 
Lewis and Ranking Member Ramstad for inviting us to participate in this important 
hearing on Statutorily Required Audits of Medicare Advantage Plan Bids. 

The medical groups and physicians of CAPG are working on many of the same 
issues that you are grappling with here on Capitol Hill — how best to provide high 
quality health care, improve efficiency of the care model, ensure that the system can 
adjust to complex problems with innovative solutions, reduce health care costs, and 
improve the quality of life for our patients. 

In that respect, we support requiring the Centers for Medicare and Medicaid 
Services (CMS) to comply with audit and financial oversight obligations for Medi- 
care Part C organizations required by the Balanced Budget Act of 1997 and the 
Medicare Prescription Drug, Improvement, and Modernization Act of 2003 and for 
this audit process to be monitored by the Government Accountability Office (GAO). 
This practice ensures that Medicare Advantage (MA) plans are accountable to the 
government, to the taxpayer and to the beneficiaries they serve. To that end, we 
urge Congress to provide CMS with sufficient funds to carry out its oversight re- 
sponsibilities. By protecting the integrity of the MA program, we are ensuring that 
this important program can continue to serve the millions of beneficiaries who rely 
on it now and in the future. 

For more than 25 years, California physicians have been able to care for their sen- 
ior patients through both a Medicare managed care model and through the tradi- 
tional Medicare fee-for-service system. Our history and experience with both pro- 
grams has given us a unique perspective of their various strengths and weakness. 
Earlier this year, CAPG released a report, “From the Point of Care,” sharing the 
perspective of CAPG members — those physicians on the front lines in America’s 
health care system — and their experience with Medicare Advantage. 

In summary, CAPG physicians found that they are able to provide better health 
care to their patients who are in MA plans than those in traditional Medicare. Their 
report was the first of its kind, in that it discussed value not just in economic terms, 
but in human terms. CAPG’s members were able to assess MA and traditional 
Medicare on other key characteristics, including quality, efficiency, flexibility, and 
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modernization. Against this backdrop, CAPG members found that MA produces sig- 
nificant benefits for its enrollees. Specifically, CAPG members found: 

• Chronic care coordination is significantly stronger under MA. Traditional Medi- 
care’s fee-for-service reimbursement system incentivizes episodic, acute services on 
a hit-and-miss basis. This approach does not accommodate the need for care coordi- 
nation of people with chronic illnesses that require daily attention over years or dec- 
ades. 

Conversely, MA allows for specialized outreach, oversight and care coordination 
for patients with frail and unstable conditions, patients entering complex phases of 
care with many providers, and patients approaching the end of life. 

• The benefits of California’s Pay for Performance (P4P) program are demon- 
strable in the MA program, resulting in better quality of care, more efficient care, 
and better experiences and outcomes for MA beneficiaries. There is no comparable 
P4P program in traditional Medicare and, given the importance of organized sys- 
tems of care and population based measures, P4P in traditional Medicare faces 
many challenges. 

• California’s physician groups and their physicians, working with MA plans, are 
making better and more frequent use of healthcare information technologies than 
their traditional Medicare counterparts. 

• Physician groups working with MA plans are able to scientifically direct care 
and avoid unjustifiable care. 

Chronic Care Coordination 

According to a recent study by the Commonwealth Fund, an estimated 20 percent 
of Medicare beneficiaries have five or more chronic conditions. These beneficiaries 
are treated by an average of 14 different physicians, leading to medical costs that 
equate to two-thirds of the federal program’s spending. It is the experience of CAPG 
physicians that the traditional fee-for-service model is ill equipped to manage sen- 
iors with multiple chronic conditions. 

For many chronic illnesses such as diabetes, arthritis, congestive heart failure, hy- 
pertension and others, there are a range of proven interventions and therapies. 
These therapies can minimize, delay, or entirely prevent a range of secondary com- 
plications, resulting in improved comfort, productivity and quality of life for the ben- 
eficiary while reducing the cost of avoidable crisis intervention. 

Unfortunately, the current reimbursement structure cannot respond to these 
types of treatment needs. Multiple studies have pointed out that many patients in 
traditional Medicare receive chronic care oversight in a sporadic and incomplete 
fashion. The following example illustrates how Medicare Advantage is able to better 
respond to beneficiaries with multiple chronic diseases: 

Mr. Q.S. is a 92 year old gentleman with multiple diagnoses, including congestive 
heart failure, history of pulmonary embolism, hypertension, ataxia and chronic gas- 
trointestinal hemorrhage. Although he lives with his son, his son does not usually 
participate in his healthcare needs. The primary care doctor attempted to provide 
quality care to this gentleman, but unfortunately the patient was not proactive in 
contacting his doctor or follow-up with specialists. His preferred action was to call 
911 to take him to the hospital for much of his primary care needs. Because of fre- 
quent emergency room visits and in-patient hospitalizations, we as the medical group 
evaluated his needs and identified him as a frail elderly at risk. Our case manage- 
ment team communicated with him on a regular basis to make sure his healthcare 
needs were being met. Our continuity of care case manager would see him in the hos- 
pital to assist with discharge planning and assure that continuity of care occurred 
post discharge. We placed him in our homecare program where a nurse practitioner 
was assigned to evaluate him at his apartment home. This entire management team 
facilitated both in-patient and outpatient care. This included facilitating and assist- 
ing in transportation to doctor’s appointments. An integral part of this team ap- 
proach was communication with the primary care doctor. As a result, his primary 
care doctor was much more involved in the overall care of the patient, his outpatient 
care was better coordinated and he was no longer receiving the bulk of his ambula- 
tory services in the emergency room. The end result is that the patient became more 
proactive in his healthcare and had a significant decrease in his emergency room use 
and in the number of hospitalizations. 

As demonstrated in this scenario, organized delivery systems under Medicare Ad- 
vantage have embraced a chronic care model that employs a fundamental redesign 
of the care delivery system. This model requires computerized, centralized registries 
that allow providers to know which patients have certain diagnoses, when their 
services are due, their lab results and personal measures, and when those results 
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indicate the need for intervention. These care management services are only pos- 
sible in the context of the Medicare Advantage program and are virtually non-exist- 
ent in traditional Medicare. 

Pay for Performance (P4P) 

California medical groups, in collaboration with MA plans and others, have led 
the nation in the development of clinical performance measurement programs and 
economic incentives which reward high-performing providers. Under the auspices of 
the Integrated Healthcare Association, these efforts have set the foundation for Cali- 
fornia’s annual Pay for Performance (“P4P”) bonus payment system. These bonuses 
have created economic incentives which have resulted in health care improvement 
strategies being implemented across the entire state. 

Our P4P program has been closely studied by the Centers for Medicare and Med- 
icaid Services to determine which components can be exported to geographic areas 
where traditional Medicare payment methodologies predominate. Two characteris- 
tics seem essential to a successful P4P program: 1) medical groups need to be effec- 
tively integrated with their local provider community and 2) population-wide care 
improvement is the criterion for a financial reward. 

The benefits of California’s P4P program are demonstrable in the MA program, 
resulting in a new culture of measurement, public reporting, annually improving 
quality, an objective assessment of efficiency, and better personal experiences and 
clinical outcomes for MA beneficiaries. There is no comparable P4P program in tra- 
ditional Medicare, and given the importance of organized systems of care and popu- 
lations based measures, P4P in traditional Medicare is likely to be unsuccessful in 
stimulating meaningful changes in practice patterns. 

The Use of Health Information Technologies To Improve and Manage Care 

Monarch HealthCare has the distinction of being repeatedly recognized in the in- 
dustry for our investment in Information Technology and our ability to integrate 
medical information in a comprehensive way that allows our physicians to make in- 
formed decisions regarding patient care. 

Other groups in California’s organized systems of care are also widening the ap- 
plication of electronic health registries, which help with the management of chronic 
illnesses, particularly those requiring cyclical oversight. They are also used to as- 
sure routine screening and preventive services such as mammography, cervical can- 
cer screening, colorectal cancer and screening for other treatable illnesses. 

Furthermore, California’s medical groups are deploying electronic health records 
(EHR) well ahead of the national trend. The use of EHRs in seniors has resulted 
in: 

• Physicians managing multiple simultaneous conditions with complete access to 
clinical information necessary for the best medical decision; 

• Electronic prescribing and subsequent tracking to assure accuracy, continuity 
and safety, 

• Coordination of care among multiple providers with instantaneous sharing of 
information to support clinical decision making to avoid redundancy, missed op- 
portunities, and mistakes; and providing patients with portable access to critical 
medical records when away from home. 

The structure of the MA program in California, and its reliance on physician 
groups and other organizes systems of care, has contributed to the development and 
adoption of Health IT. The use of EHRs, electronic registries, electronic prescribing 
and other Health IT is not nearly as prevalent in traditional Medicare. 

Evidence Based Medieine 

Providing evidenced based medicine is another area where MA has been able to 
make significant progress. In partnership with Medicare Advantage plans, Cali- 
fornia physician groups have worked to avoid inappropriate utilization by focusing 
on scientifically justifiable clinical decisions. 

Physicians who are part of physician groups routinely submit clinical rationale 
and justification for procedures, especially those with “gray areas,” clinical con- 
troversy, or complex choices. This exercise does not replace a physician’s clinical 
judgment nor is it an excuse to thwart necessary care, but rather a quest to deliver 
the right care, at the right time, at the right place. Objective, scientific, and ethical 
oversight is the cornerstone of the efficient use of finite resources in a costly envi- 
ronment. 
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I think we can all agree that our health care system should promote prevention, 
chronic care management, and avoidance of unnecessary and unjustifiable health 
care. The Medicare Advantage program has made considerable progress on these, 
and other fronts. 

Putting it in Context 

Based on my perspective and experience, which is shared by the 59,000 physicians 
in CAPG member organizations, there is no question that MA provides superior 
value for its beneficiaries in both economic and human terms. But there are several 
other factors to consider when measuring the benefit and value of this program. 

Recent reports indicate that MA members enjoy significant savings over tradi- 
tional fee-for-service. According to CMS, in 2006 MA plans provided beneficiaries 
with an average $82 per month savings. With approximately 7 million beneficiaries 
enrolled in Medicare Advantage plans at that time, this translated into aggregate 
savings of more than $6.8 billion annually. MA enrollees are also protected from 
high out-of-pocket costs — more than 93% of all beneficiaries had access to an MA 
plan that limits out-of-pocket costs to $2,500 for Medicare-covered benefits. 

Despite arguments that MA plans are overpaid when compared to traditional fee- 
for-service, it is important to note that in most cases MA plans are actually less ex- 
pensive when calculating both the costs to the federal government and the bene- 
ficiary. Specifically, MA beneficiaries do not need to purchase Medicare supple- 
mental insurance, which alone can cost beneficiaries $100 per month or more. Im- 
mediately, this results in cost savings to the beneficiary. Furthermore, these “over- 
payments” do not account for administration of the fee-for-service program, the costs 
of fraud and abuse — which occur almost exclusively in the traditional Medicare pro- 
gram due to the incentives of fee-for-service reimbursement, the hidden costs of inef- 
ficiency when medical and drug therapies are not coordinated, and more. 

MA also has spillover benefits that impact the fee-for-service population as well. 
Adoption of Health IT, electronic medical records and quality measures provides 
benefits to the entire Medicare population. Similarly, many CAPG providers offer 
disease management services to all Medicare beneficiaries, irrespective of whether 
they are enrolled in MA plans or traditional fee-for-service. 

Finally, little attention has been paid to the readiness of the Medicare program 
and America’s health care delivery system to meet the tidal wave of demand that 
will come as the post-World War II generation becomes eligible for Medicare bene- 
fits. In our estimation, traditional Medicare, with its incentives for piecemeal dis- 
connected approaches to care, will be incapable of coping with the demands that it 
will confront in less than 10 years. By comparison, CAPG views MA and its incen- 
tives for organized systems of care as the best mechanism to delivering evidence 
based, coordinated and efficient care to the next generation of older Americans. 

For more than two decades, CAPG’s members, their physicians and their patients 
have directly experienced the clinical and administrative successes of the MA pro- 
gram. If those successes are to continue and be widely shared. Congress should pro- 
mote the program — not weaken it. 


Chairman STARK. Thank you. 

Mr. Hotchkiss, how many beneficiaries does Humana have alto- 
gether? 

Mr. HOTCHKISS. We have 1.1 million MA members and 3.4 mil- 
lion PDF members. 

Chairman STARK. 3.4 million what? 

Mr. HOTCHKISS. 1.1 million MA members and 3.4 million PDP 
members. 

Chairman STARK. PDP? 

Mr. HOTCHKISS. Prescription drug plan. 

Chairman STARK. For a total of 41/2 million? 

Mr. HOTCHKISS. 4.5 million. 

Chairman STARK. And out of your $500 million in profit in 
2006, how much of that profit came from managed care. Medicare 
Advantage? 

Mr. HOTCHKISS. I don’t have that information. 
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Chairman STARK. Why? 

Mr. HOTCHKISS. I do know that when we develop our MA 
plans, we target a 5 percent profit margin. And for — just a moment 
please — for 2006, our profit was 2.9 percent, and in the first half 
of 2007 it was 2.4 percent. 

Chairman STARK. It grew from 300 million to 500 million from 
2005 to 2006. So could you get me the figures as to how much of 
the 500 million in 2006 came from Medicare Advantage and how 
much came from the — somebody behind you is shaking their head. 

Mr. HOTCHKISS. I will follow up. 

Chairman STARK. Will you? I would like to have it. 

There was a statement made by some analyst or another that 
your loss ratio in the unmanaged private fee-for-service plans is 
150 basis points better than it is in traditional products. That 
would indicate that not all of the additional reimbursement you are 
getting goes for additional benefits. Would you agree? 

Mr. HOTCHKISS. I don’t have access to that or I haven’t seen 
that report. I would like to see it before I respond to it. 

Chairman STARK. Would you see whether you could? Because if 
that is correct, this would indicate that you are paying for fewer 
additional benefits in the Medicare Advantage plans, wouldn’t it? 

Mr. HOTCHKISS. I still need to read the reports, Mr. Chairman. 

Chairman STARK. Okay. I will see that you get it. 

Mr. HOTCHKISS. Thank you. 

Chairman STARK. Ms. Polich, you have got a million three 
Medicare Advantage beneficiaries. Correct? 

Ms. POLICH. That is correct. 

Chairman STARK. How many total beneficiaries in 
UnitedHealth? All plans? 

Ms. POLICH. Actually, I am not sure what the total number is, 
including the commercial business. But I can get you that informa- 
tion. 

Chairman STARK. Can you make a guess? Five million? Six mil- 
lion? 

Ms. POLICH. Oh, more than that. We have 1.3 million Medicare 
Advantage members. We have over 5 million Part D prescription 
drug members. We also serve a large number of Medicare supple- 
ment — 

Chairman STARK. How many do you have in AARP? You must 
have millions there. Right? 

Ms. POLICH. With the Part D? 

Chairman STARK. With AARP’s plan. 

Ms. POLICH. With the Part D, the prescription drug plan? 

Chairman STARK. The supplemental 

Ms. POLICH. Oh, the Medicare supplement? Also have millions 
of members inform Medicare supplement. But I can get you the 
exact figures. 

Chairman STARK. What was your total profit in the last, what, 
2006? Do you know? 

Ms. POLICH. I don’t have that information with me. But again, 
I can take that question and get back to you. 

Chairman STARK. Make a guess. You must have heard. 

Ms. POLICH. Again, I 
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Chairman STARK. They don’t post it on the wall when you come 
into the lobby? 

Ms. POLICH. No. Actually, we don’t. 

Chairman STARK. Gee. Well, that would be of some interest to 
us. Let me suggest this to you. It has been announced by AARP 
and you that you all are going to underwrite a Medicare Advantage 
plan that will be sold through AARP. You are aware of that? 

Ms. POLICH. We have a partnership with AARP around Medi- 
care Advantage starting in 2008. 

Chairman STARK. Right. And AARP tells us that they are not 
going to sell that for more than 100 percent of fee-for-service. Now, 
why then, if a great company like yours, through the marketing 
arm of a great institution like AARP, is going to offer all of us 
AARP members a Medicare Advantage plan at what I would call 
par, at no more than 100 percent of the cost for fee-for-service, why 
shouldn’t you do that for the rest of your Medicare advantage 
plans? 

Ms. POLICH. Actually, I am not familiar with that comment 
from AARP, so I really can’t 

Chairman STARK. It was made to me. I challenged them on it, 
and they swore to God that they weren’t going to charge us more 
than 100 percent of fee-for-service. So if they can do it, I would sus- 
pect it is really you doing it. So we ought not to pay you — the tax- 
payers then ought not to pay you any more than us AARP mem- 
bers pay you, do you think? 

Ms. POLICH. Well, Mr. Chairman, I am not familiar and can’t 
really comment on AARP’s position on that. But I would say that 
we continue to believe that steep and rapid cuts in Medicare Ad- 
vantage funding would harm beneficiaries. 

Chairman STARK. No. It would harm stockholders. Beneficiaries 
still get the same benefits by law. It just might cut the stock- 
holders a little bit. But we are not in the business here of pro- 
tecting your stockholders. 

One other question. In the marketing of all of your plans, of 
the — let’s guess, there are 5 or 10 million of your beneficiaries over 
and above the 1.3 million Medicare Advantage, in every instance 
the marketing of those plans is controlled or under the auspices of 
one or another state insurance commissioner, are they not? 

Ms. POLICH. The Medicare supplement. 

Chairman STARK. Every plan you sell other than Medicare Ad- 
vantage is under the auspices of one of the 50 insurance commis- 
sioners in the states that you operate. Isn’t that the case? 

Ms. POLICH. I know they have some authority over many of our 
products, yes. 

Chairman STARK. All of your products. Can you think of a prod- 
uct other than Medicare Advantage that isn’t subject to the rules 
of state insurance commissioners? 

Ms. POLICH. Yes. I don’t believe the Part D plans are, either. 

Chairman STARK. Stipulated. Good idea. That is one of the 
other problems we have. 

Is there any reason that your sales people, as long as you are 
obeying the laws of the State of California or the State of Michigan 
or the State of Georgia, shouldn’t obey those rules — sales people, 
now — in regard to marketing of Medicare Advantage plans? 
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Ms. POLICH. We absolutely share your concern around mar- 
keting and sales abuses and 

Chairman STARK. No. But would you be willing to have the 
state insurance commissioners regulate them as they do now for all 
your other products? 

Ms. POLICH. We believe that the states have absolutely a role 
in overseeing the sales and marketing practices. However, I would 
also say 

Chairman STARK. I will take that as a tentative yes subject to 
your boss’s approval. All right? 

Ms. POLICH. I would also say that Medicare is a federal pro- 
gram and really needs to be overseen at a federal level. And we are 
also concerned about consistency of the oversight across all of our 
geography. 

Chairman STARK. How about Humana? All your other insur- 
ance products are subject to state insurance commissioners. 

Mr. HOTCHKISS. We have the same position, that we have con- 
cerns that there would be inconsistency among the states. 

Chairman STARK. There is now, isn’t there, for all your 
other 

Mr. HOTCHKISS. No. We would be concerned that — you know, 
it is a federal program — that there would be inconsistencies if it 
was 

Chairman STARK. I am just talking about the sales people, you 
know, things like telling the truth, that sort of thing. All of who- 
ever sells — brokers or agents who sell your plans now, with the ex- 
ception of D, as Ms. Polich has so correctly informed me, and Medi- 
care Advantage, are subject to regulation by state insurance com- 
missioners, are they not? 

Mr. HOTCHKISS. Yes. 

Chairman STARK. Why then couldn’t they regulate all of it, and 
then we might not have these problems of rogue agents going off, 
which bother you, I am sure, as much as they bother me, don’t 
they? You don’t want that. 

Mr. HOTCHKISS. Well, they bother Humana. But in all fairness, 
sir, I am an actuarial director, and that is really outside the scope 
of my expertise. So I would prefer to respond in writing. 

Chairman STARK. Okay. But just as a guy in the insurance 
business in general, isn’t it better for the reputation of Humana to 
have good agents, honest agents, representing you? 

Mr. HOTCHKISS. Absolutely. 

Chairman STARK. There you go. And they already do, don’t 
they? 

Mr. HOTCHKISS. Yes. 

Chairman STARK. Except for Medicare Advantage and Part D. 
And I am just suggesting that if you can have three-quarters of 
your business regulated by state insurance commissioners, why not 
the other quarter? And then you would only have one — ^you 
wouldn’t have to fuss with us. You would get all that federal regu- 
lation off your back. Sounds like, on your way to becoming execu- 
tive vice president of the whole company, that it would be a good 
decision, wouldn’t it? I will tell the board of directors 

Mr. HOTCHKISS. Again, it is outside the scope of my expertise. 
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Chairman STARK. I will tell the board of directors how per- 
spicacious you are in this, and that may help. 

Mr. Camp, I am going to suggest that we have another ten min- 
utes before we have to vote. 

Mr. CAMP. All right. 

Chairman STARK. I am going to have to ask the witnesses, if 
they would mind, I will probably recess us till the end of a series 
of votes, which may take us as many as 45 minutes, and urge you 
to get some lunch or stretch, seventh inning stretch. 

Mr. Camp. 

Mr. CAMP. Well, thank you, Mr. Chairman. I want to thank the 
witnesses for coming. I appreciate your testimony very much as we 
try to understand these issues. 

Dr. Asner, I understand in the California Association of Physi- 
cians Groups, there are about 59,000 physicians in that organiza- 
tion. And you outlined some of the additional — well, you treat both 
Medicare beneficiaries as well as those enrolled in Medicare Advan- 
tage. 

Dr. ASNER. That is correct. 

Mr. CAMP. And I appreciate that you outlined some of the addi- 
tional benefits that are provided to seniors in Medicare Advantage. 
And you mentioned vision, dental, podiatry, covering the doughnut 
hole; also, more importantly, I think some of the disease manage- 
ment, prevention, as well as the coordination of care. And it is a 
very difficult thing to have multiple conditions and to deal with 
those in a hospital setting, going from physician to physician, group 
to group, in some cases. 

Now, earlier this year the House passed a bill that would have 
slashed Medicare Advantage payments by $157 billion. And what 
sort of impact do you think that would have on the patients who 
rely on Medicare Advantage and the doctors who care for those pa- 
tients? 

Dr. ASNER. If there were cuts of that magnitude in Medicare 
Advantage, that would undo the entire infrastructure that we have 
built up in California to care for these patients. 

The investments we have made and continue to make in informa- 
tion technology to identify these patients, to identify them for their 
physicians, to give the physicians the information they need to bet- 
ter care for them, the coordination programs we have put in place 
which require a number of highly skilled nurses, the hospitalist 
program that I described to you, which are inpatient specialists 
who care for these patients in a coordinated fashion — it would be 
devastating to our ability as physicians to take care of these pa- 
tients in the coordinated fashion that they deserve. 

It would, in fact, move us back to what was a traditional fee-for- 
service mode of care for patients, and our physicians all say that 
would be detrimental to their patients. Our physicians care, as you 
said, for both the fee-for-service patient and the coordinated care 
patient. These patients who are sick, frail, elderly, need that care 
coordination. Our physicians know that, and I think you need to 
understand that as well. 

Mr. CAMP. You also mentioned and I commend you for the ad- 
vances you have made in health IT, electronic medical records, and 
quality measures. Now, we have often heard that if we could just 



142 


use electronic medical records, that alone would reduce the number 
of medical mistakes, this new technology. 

With the compilation of the quality measures that you have seen 
in your practice, are there advances being made as a result of the 
technological changes that you have been able to make? 

Dr. ASNER. Absolutely. The Integrated Healthcare Association 
in California has been the organization that has come forth with 
the pay-for-performance program, which is emulated across the 
country. And their most recent data show that there is a clear cor- 
relation between improvement in clinical care and the use of elec- 
tronic health records and technology. So there is definitely a link- 
age between those two. 

Mr. CAMP. All right. And Ms. Polich, you mentioned in your tes- 
timony a recommendation for improving the audit process, to re- 
flect the methodology for developing Medicare Advantage bids 
across the range of company plans. 

Can you explain this recommendation a little bit further, please? 

Ms. POLICH. Certainly. One of the things that we found in our 
audits, in the bid audits that we have had with CMS in the past 
on the ACR process, that many of the findings relate to the sup- 
porting documentation and approach that we take to making as- 
sumptions. Because of course a bid is always a forward-looking 
process. We have to make assumptions and forecasts based on 
what we think is going to happen. 

And so much, I think, of how solid those bids are is a function 
of the methodology and approach you are taking to using past data, 
and the methodology that you have in creating assumptions. In my 
view, in our view, the extent to which CMS can work with us, 
which they have started doing in this new bid process, to help us 
get guidance and understand methodologically how plans are ap- 
proaching the bids and these assumptions, would make for not only 
the submissions of the bids much more valuable and solid, but also 
make sure that there is consistency across a plan’s bids and even 
across the industry. 

Mr. CAMP. All right. Thank you very much. And again, I want 
to thank you all for being here. I appreciate your testimony very 
much. 

Thank you, Mr. Chairman. 

Chairman STARK. Mr. Lewis. 

Chairman LEWIS. Thank you very much, Mr. Chairman. And 
thank each of you for being here today. 

Mr. Precht, is there an office in CMS that protects beneficiaries? 

Mr. PRECHT. There is the ombudsman’s office, yes. 

Chairman LEWIS. Should this office be independent? 

Mr. PRECHT. I believe that is the idea. 

Chairman LEWIS. Well, should it be something like we have at 
the IRS, the taxpayer advocate, which is independent to the IRS? 
Shouldn’t there be something within CMS? 

Mr. PRECHT. Well, I can only speak to my personal and our or- 
ganization’s experience with the ombudsman, and that is we had 
a couple of meetings with the ombudsman at the outset of 2006 
when a lot of the problems surfaced around the new Medicare drug 
benefit. 
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And that is it, essentially. I have not — and for whatever reason 
in terms of resolving particular problems, that has no longer been 
the channel. It has been more informal channels, going through the 
administrator’s office. So I can’t really speak to what that office 
does at this point in time. 

Chairman LEWIS. Well, in Georgia, insurance agents are selling 
Medicare Advantage plans to the elderly when they are in the room 
alone. Have you ever heard of anything like this? 

Mr. PRECHT. Oh, yes. We have heard quite a bit of that. And 
unsolicited door-to-door sales are prohibited, but it happens any- 
way. And the other way that the plans get around it or the agents 
get around it is to essentially get an invitation. So somebody will 
call a plan and say, I would like to sign up for drug coverage, and 
they are told, you know, it would be better if we had somebody 
come and visit you. 

Then that person comes and visits them and sells them an HMO 
or another Medicare Advantage product. And, you know, when we 
talked to CMS about this problem, they said, well, the agents want 
to go in the home because they have a higher closing rate. 

Chairman LEWIS. Are there laws or regs that protect a bene- 
ficiary? 

Mr. PRECHT. Well, there are regulations that prohibit this door- 
knocking, and an agent that is found to do that can be fired from 
the plan. Theoretically, at least, CMS could punish the plan for the 
actions of its agents for conducting this. 

In terms of the beneficiary themselves, the only protections they 
have is they — and it is a difficult process, but they can get back 
into original Medicare and into the plan that they — you know, after 
they have been fraudulently coerced into one of these plans. 

Chairman LEWIS. We are running out of time here. Earlier in 
the hearing, the GAO reported that the Inspector General audited 
the 2001 payment to Humana’s Medicare plan and questioned 10.5 
million of this payment. These amounts were not refunded to Medi- 
care. 

Are there any plans to refund this or maybe to make it available 
to the beneficiary or to cover co-payments or premiums? What do 
you plan to do with the overpayment? 

Mr. HOTCHKISS. Well, Mr. Chairman, Humana received a let- 
ter from CMS in December of 2006 

Chairman LEWIS. But you didn’t refund it. Right? 

Mr. HOTCHKISS. No. CMS stated that we did not have to re- 
fund any money because we filed our 

Chairman LEWIS. Oh, they told you to just keep it? 

Mr. HOTCHKISS. We did not file— we filed our BIPA ACRs con- 
sistent with the instructions that we received from CMS in Janu- 
ary of 2001. 

Chairman LEWIS. Thank you. 

Chairman STARK. We have about four or five minutes till the 
votes. They will be about 30 minutes anyway. So why don’t we just 
say that we will come back around 1:30 or immediately after the 
fourth or fifth vote, however many there are. And I hope the wit- 
nesses will bear with us till that time. 

The committee will be in recess. 

[Recess.] 
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Chairman STARK. If we can find our patient and accommodating 
witnesses, we would ask them to come back to the table. I hope you 
all had a great lunch. 

Mr. Hulshof, it looks like it is your turn. 

Mr. HULSHOF. Thank you, Mr. Chairman. First of all, I appre- 
ciate you having us come back to continue questions. And I know 
this will be a bit disjointed in the sense that we had some ebb and 
flow of questions before. And so let me sort of resurrect a couple 
of those issues. 

And one of the questions I think perhaps put to the panel by the 
chairman, or maybe someone else, regarded this idea of regulation 
at the federal level vis-a-vis regulation by individual states. And I 
think that, Mr. Chairman, the Federal Employee Health Benefit 
Plan, the system that Members of Congress enjoy, is a federally 
regulated set of plans, not at the state level. 

Chairman STARK. That is right. 

Mr. HULSHOF. And I think — also correct me; I will turn to the 
witnesses, Mr. Hotchkiss and Ms. Polich in particular. I believe 
that on the fee-for-service plans, that state insurers and regulators 
really play little to no role in those plans. Is that true, Mr. Hotch- 
kiss, if you know? I know you are an actuary, and maybe that is 
beyond your expertise. 

Mr. HOTCHKISS. Cindy, do you want to 

Chairman STARK. Ms. Polich? 

Ms. POLICH. Sure. So the question was private fee-for-service 
and the regulation of sales and marketing practices? 

Mr. HULSHOF. Correct. 

Ms. POLICH. Actually, the states do have a role in overseeing. 
We work very closely with the states in terms of our — you know, 
understanding what brokers are appointed, and if in fact we need 
to terminate brokers, to notify the states. 

Mr. HULSHOF. But in regards to the Federal Employee Health 
Benefit Plan 

Ms. POLICH. Oh, you are right. Absolutely. That is correct. 

Mr. HULSHOF. Absolutely what? 

Ms. POLICH. Oh, that is not regulated — that is a federally regu- 
lated program. Yes. 

Mr. HULSHOF. Okay. I just wanted to make sure that we heard 
from someone that is an expert in the field. 

Regarding that expertise, Mr. Hotchkiss, I also understand as 
the chief actuary, and you have been asked some questions maybe 
beyond that bounds of expertise, but I wanted to focus on a ques- 
tion that you responded to make sure I got that answer correctly. 

And one question that you weren’t allowed to respond: Ideally, 
when you are putting a package out for bid — which is in fact a 
binding contract once the bid is out and it is accepted by a bene- 
ficiary; correct? 

Mr. HOTCHKISS. Right. 

Mr. HULSHOF. That ideally your company says, we would like 
to have a 5 percent return on our investment, a 5 percent profit. 
But I thought you said that for Medicare advantage in the year 
2006, that you were significantly less than that, less than 3 per- 
cent. Is that true? 
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Mr. HOTCHKISS. Correct. Yes. In 2006, we had a pre-tax profit 
of 2.9. And for the first half of 2007 it is 2.4 percent, 

Mr. HULSHOF. 2.4 percent extrapolated for the entire year or 
for just that 

Mr. HOTCHKISS. No. Just the first half of the year. 

Mr. HULSHOF. Okay. Well, let me get to — and again, I welcome 
all of you here, but especially Mr. Hotchkiss and Ms. Polich. You 
may have felt like you were being led into the lion’s den, and I 
know that at least during the previous panel — and I know that 
there has been some period of time, and members have other com- 
mitments, but some of the members that were quite outspoken. 

And so let me take the persona of maybe a colleague of mine who 
spoke earlier and pick on you, Ms. Polich. 

Ms. POLICH. Okay. 

Mr. HULSHOF. You are an executive, are you not, with 
UnitedHealth Group business? 

Ms. POLICH. Yes. 

Mr. HULSHOF. And even though you say that you have spent 
three decades working in the field of gerontology, even though you 
have co-authored a book, even though you have done extensive re- 
search and teaching in gerontology and aging, and even though you 
have helped lead your company’s efforts in this area, the fact is you 
really just are about gouging seniors. You have executives that are 
over-compensated. The private sector really has no business in the 
Medicare field at all. And the only needs that you intend to serve 
are those not of your patients, but of those shareholders and the 
stock price, as one of my colleagues mentioned. 

How dare you come here and say that you actually care about 
seniors? 

Ms. POLICH. The reason I can say that is because I have spent 
three decades caring for seniors. I am a gerontologist by training. 
I work, and the work that I do is all geared toward trying to im- 
prove the way in which we care for seniors, and making sure that 
Medicare is a program that not only today serves seniors well, but 
is there forever to serve seniors in the future. You know, that is 
why I work. That is why I get up in the morning. And that is my 
personal mission. 

Mr. HULSHOF. Thank you for that. And my facetious question, 
and you took it in the spirit it was given, is that, Mr. Chairman, 
my fear — it is entirely appropriate that we have oversight, and we 
should have aggressive oversight. That is our constitutional role. 
Every taxpayer deserves to have his or her tax dollars spent in the 
most positive fashion possible. 

And yet I think sometimes we talk past one another, and that 
there are too many political speeches and ideologies. Because I take 
your answer, Ms. Polich and Mr. Hotchkiss — and Mr. Precht, you 
have done a good job in your industry, and obviously. Dr. Asner, 
you are on the front lines caring for patients. 

And I think too often we get caught up in the rhetoric of trying 
to condemn the private sector or a particular company and forget 
the fact that our primary role for Medicare is to make sure that 
patients live longer, healthier lives. And if Medicare Advantage can 
accomplish that. Dr. Asner, as you have so eloquently stated, then 
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why would we be so insistent on doing harm to a program that 
does good? 

Thank you, Mr. Chairman. 

Chairman STARK. Thank you. 

Do you have any further questions? 

Chairman LEWIS. No. I don’t want to get involved in a debate 
with my friend from Missouri who is such a wonderful friend. But 
I must tell you, there is an old saying that the road to hell is paved 
with good intentions. And, you know, good people sometimes go off 
track, and good people can do bad things. I think we have an obli- 
gation to engage in oversight. 

Mr. HULSHOF. Would my friend yield? 

Chairman LEWIS. Pleased to yield. 

Mr. HULSHOF. I absolutely agree with you, Mr. Chairman. I do. 
And the oversight function — again, I appreciate the fact we have a 
joint hearing here because I am not privileged to serve on the over- 
sight subcommittee, but I am with Mr. Stark’s committee on 
health. And I think it is good that we have these joint hearings so 
that, in effect, the oversight and health committees can have the 
opportunity. 

And I think tough questions are appropriate. Some good tough 
questions have been asked today of this panel and other panels. 
But I would say to my friend from Georgia, in our effort to provide 
that good quality care — and the chairman of the health sub- 
committee stated it, and I appreciate his acknowledgment that 
many of these plans are providing very good, beneficial services 
and benefits. 

Now, the question then of the overpayments is a fair question. 
But to tar and feather or to say because you work for a particular 
industry, or in this case, as has been stated, and I don’t want to 
mention the gentleman’s name earlier, but to call out by name cer- 
tain companies and to insinuate that those health care profes- 
sionals who have come here today somehow are more interested in 
the almighty dollar than they are about the health care of the peo- 
ple that they serve, I think is not constructive. 

And that was my only comment. Thank you for yielding. 

Chairman STARK. It is your turn. 

Chairman LEWIS. I yield back, Mr. Chairman. 

Chairman STARK. I would just say to all my friends on the com- 
mittee and the witnesses, the issue here before us came up basi- 
cally as one governmental agency, GAO, criticizing another govern- 
mental agency — not the industry, not us — for not performing a se- 
ries of audits according to a law which was written actually by the 
minority. 

In other words, there was a requirement in the beginning of 
these plans that the bids be audited, and there was some sugges- 
tion — and it is pretty arcane. As they said earlier, it is not a finan- 
cial audit to determine the integrity of their assets. 

But there was some feeling that there were several companies 
that had received 5, $10 million to which the rules didn’t entitle 
them; maybe that is the way to say it — and that there had been 
no effort, perhaps because there was a disagreement as to whether 
they were legally required to collect the money back. 
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And it may be that the law is confusing as to whether they owe 
the money. But it seemed to us that in the light of the GAO report, 
that we ought not to find out, one, can we clarify those rules? Will 
the audits find out information that will help us determine not 
whether there should be Medicare Advantage plans — I think that 
is a given — but what is a fair rate to pay them, both from their 
standpoint and their ability to provide the benefits, earn a profit, 
if that is — or a margin for expansion; if they are not for profit, give 
the taxpayers a fair price for their dollars. 

I think to assert that there is any other agenda here would not 
necessarily be the case. And I would hope that we will have better 
cooperation between GAO and CMS. And if there is a requirement 
that we legislate or review the legislation, I hope that we could do 
that. It hardly seems partisan. 

In other words, if there is something confusing in the laws now, 
I think we could sit down and fit out what it ought to be. What 
is the best way for these audits to be conducted that is efficient, 
that doesn’t create major inconvenience on the providers. And we 
ought to go ahead with that. 

I was going to ask that either — if I may at this time, and I would 
recognize others for a second round here. But Mr. Hotchkiss or Ms. 
Polich, I have been concerned that we are not clear or we are not 
informed — we aren’t — and we have had some trouble getting this 
information as between what services are actually provided to pa- 
tients or beneficiaries versus what are offered. 

Now, in many cases I have heard proponents of an overpay- 
ment — ^by overpayment, I don’t mean that as a pejorative, but over 
the fee-for-service rate — that that provides extra services. And the 
question, of course, is it access to extra services or is it actually 
paying for services provided? 

So my question to both of you would be: Do you track internally 
what extra services are in fact provided to your Medicare Advan- 
tage beneficiaries? Mr. Hotchkiss, do you suppose you could come 
up with that information? I am not sure you have to now, but 

Mr. HOTCHKISS. Not at this time, but I would be more than 
happy to respond. 

Chairman STARK. But you would have the records, would you 
not? 

Mr. HOTCHKISS. I think we would be able to supply the infor- 
mation. 

Chairman STARK. Would United have those, too, as far as you 
know? 

Ms. POLICH. Yes. In most cases we do. We do have some supple- 
mental services that, for example, may be part of a capitation rate 
to a physician group that we may not be able to track precisely. 
But yes. In general, yes. 

Chairman STARK. I think that, from my own — it would be a lot 
easier for us to determine the value of the services offered and 
what we should pay if we had some idea of what were used and 
what were just offered. So that is an area which I would like more 
information. And we are not getting it now, routinely at least. 

Mr. Camp, did you want to 

Mr. CAMP. Mr. Tiberi has not had a first round yet. 

Chairman STARK. I am sorry. 
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Mr. TIBERI. Mr. Chairman, thank you. 

Chairman STARK. Mr. Tiberi, dive in. You go right ahead. 

Mr. TIBERI. Thank you. I apologize I didn’t get here sooner after 
votes. I got stopped along the way. I apologize I didn’t hear your 
opening testimony. 

But to the panel specifically, and my question is to the two plan 
participants who are here today, when we were debating and even- 
tually passing the bill earlier this year in the House on SCHIP and 
where we had the Medicare Advantage cuts, my office, like I am 
sure most offices, received a number of calls and e-mails and let- 
ters from participants. Medicare Advantage participants, in my 
congressional district. And some of those were generated by Medi- 
care Advantage companies. 

And so what I did is I took some of those calls and I called some 
of those folks who had sent letters and e-mails in. And to a person, 
I was shocked at the level of understanding and emotional commit- 
ment to the new Medicare Advantage plans. 

Some of the people that I talked to, constituents — one lady in 
particular stands out. She said, I used to work for the Federal Gov- 
ernment. I used to work for Medicare. I was on Medicare for 10 
years. And now I am on a Medicare Advantage plan, and it is the 
best thing that has ever happened to me with respect to my health 
care. A pretty knowledgeable person with respect to Medicare and 
the way it worked. 

Do you all — and really in concert to the chairman’s question — do 
you all internally have a system in place, to the two plan partici- 
pants here, that tracks either complaints or customer/client com- 
ments explaining how they feel about the program, pro or con? 

Ms. POLICH. Yes. Yes, in fact, we do, both complaints that come 
in through our customer service as well as our physician offices, 
complaints that come in to us from external organizations, like 
state insurance commissioners or CMS. So we track all those com- 
plaints, follow up on them, track them, investigate them, and work 
very diligently to resolve them on behalf of our members. 

Mr. TIBERI. Just to follow up, and then I will go to the next par- 
ticipant, do you have any positive comments that come in? And 
why I am — I know that people are speaking with their feet obvi- 
ously by saying, I am going to choose your plan rather than these 
20 other plans that may be offered to me. But do you have any 
other way of showing to you the quality customer assurance pro- 
gram or anything like that? 

Ms. POLICH. Absolutely. I get letters, and actually, this is part 
of what really motivates me every day, is I get letters from mem- 
bers all the time telling me about how their membership in Secure 
Horizons plans have saved their life — the money that they have 
saved, the quality of care that they have gotten. 

So yes, we do get positive feedback, which is always greatly ap- 
preciated. But also, as I say, we also have members that are having 
problems or concerns, and we take those very seriously as well. 

Mr. TIBERI. Mr. Hotchkiss? 

Mr. HOTCHKISS. I would have to agree with what she has said, 
that we do have policies in place that focus on customer satisfac- 
tion. Good or bad, we follow up. So I think in general, Humana 
does a strong job of following up with the customer. 
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Mr. TIBERI. Do both of you have any idea what percentage of 
beneficiaries that you represent were before on the fee-for-service 
program versus new participants to Medicare, meaning have 
switched? Like my mom and dad were on Medicare fee-for-service 
and switched to an Advantage plan, rather than maybe a person 
who is just qualifying for Medicare and went straight to a Medicare 
Advantage plan? 

Mr. HOTCHKISS. I don’t know the number that have switched 
over to an MA plan. But I know that the members that have 
switched over, 99 percent are still on that MA plan. So they are 
happy. They enjoy it. It is their choice, not ours, and they have cho- 
sen that MA plan. 

Mr. TIBERI. Same question. 

Ms. POLICH. Yes. I could not give you the exact numbers, but 
we do surveys. And so I can take that question for the record 
around where our members are coming from. And the last data 
that I saw did suggest that there was a nice mix of members that 
are coming in from fee-for-service that are aging into the program, 
as well as those are switching from Medicare supplement or pos- 
sibly another Medicare Advantage plan. So we see members coming 
from all of those areas. 

Mr. TIBERI. Thank you. Thank you, Mr. Chairman. 

Mr. CAMP. Thank you, Mr. Chairman. 

Dr. Asner, I appreciate the direction that your testimony took in 
evaluating the Medicare Advantage plans and actually comparing 
them to traditional fee-for-service, not just in terms of the cost to 
the Eederal Government or the taxpayer, but the cost to the bene- 
ficiary, who often are taxpayers as well. And you mentioned a cou- 
ple of factors. 

Could you just sort of outline that for us again? 

Dr. ASNER. Sure. I think when you look at this from the bene- 
ficiary’s point of view, there are a number of factors that are sav- 
ings for the beneficiary. As an example, the coinsurance that fee- 
for-service, traditional fee-for-service. Medicare beneficiaries have 
to pay is not an issue in Medicare Advantage. There are Medigap 
policies that they pay for as individuals. That is not an issue in 
Medicare Advantage as well. 

And then in the drug benefit area, if you have traditional Medi- 
care, there is an enormous doughnut hole that we all know about. 
And in Medicare Advantage, those drugs are covered for those 
beneficiaries in most cases. In addition, all of the programs that we 
are providing to coordinate the care of these patients don’t exist in 
the traditional fee-for-service arena. 

So they are getting enhanced benefits. We also talked earlier 
about the vision, the dental, the chiropractic benefits. These are 
benefits that don’t exist for the traditional fee-for-service. 

Mr. CAMP. Limits in out-of-pocket costs, for example, in Medi- 
care Advantage programs? 

Dr. ASNER. In our experience in California, the limits on out- 
of-pocket are lower than they are in traditional Medicare. 

Mr. CAMP. The other point that you make, too, is the whole di- 
rection that medicine is taking, and that is to coordinate care, par- 
ticularly as we see seniors having several chronic conditions. And 
you mentioned in your testimony the coordinating of medical and 
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drug therapies, for example, as really bringing efficiencies to the 
system. And we talked earlier a little bit about health IT. 

Could you elaborate on those just a bit? 

Dr. ASNER. Well, let me tell you a story that maybe will illus- 
trate this very well. I will tell you the story of an 88-year-old 
woman who was an Orange County patient visiting in Los Angeles. 
And she had a mild stroke, and got admitted to one of the finest 
institutions in Los Angeles. 

She ended up seeing a cardiologist and a neurologist. The only 
problem was this was out of area, so it was in the fee-for-service 
realm that first day. They made rounds at 12:00 midnight and 
12:00 noon, so they never talked to each other. She was put on a 
medication that actually could have been fatal for her. 

We moved her back immediately to Orange County. She came 
into our coordinated system. She had the nurse care manager 
there. She had our hospitalist there. And they discovered this prob- 
lem immediately, took her off that medicine, and frankly, probably 
saved her life. 

And these are anecdotes, I am sure. But frankly, we see this all 
the time. The coordination, the intensity with what we pay atten- 
tion to the needs of these patients, inpatient, outpatient, pre- 
venting them falling through the cracks as they leave the hospital 
and go home, these are huge, huge benefits to the beneficiaries. 

When our patients leave the hospital, we know that they are 
going to sometimes forget to get their drugs, be confused, not get 
their equipment that they need. We have nurses who make sure 
by guiding them through that system, calling them to make sure 
that they are following through and getting those things. 

That prevents these patients from getting sicker. It prevents 
them from having to be readmitted to the hospital. These are all 
very, very important issues. So that is what we mean by coordina- 
tion of care. And it takes programs. It takes IT systems to know 
who these patients are and know what interventions need to be ac- 
complished. 

Mr. CAMP. Particularly, I think, when you see many seniors 
don’t have a family member or advocate who can help them 
through really the intense administrative side of health care as 
well, especially as care gets more complicated. So I certainly appre- 
ciate your comments there. And I think it is something that we cer- 
tainly want to look forward to. 

I guess with that, Mr. Chairman, I appreciate your time. I 
think — I would be happy to yield to you, or do you want your own 
time? I am done with my time, Mr. Chairman. I think Mr. Hulshof 
would like to question as well. 

Chairman STARK. Go ahead, Mr. Hulshof. 

Mr. HULSHOF. Thank you, Mr. Chairman. I appreciate your 
generosity in allowing this time. And again, I appreciate some of 
the statements that you have made, Mr. Chairman, about trying to 
focus. I mean, when you consider the number of senior citizens that 
now depend upon Medicare, when you look down the road not that 
much further, I mean, the number of senior citizens that will be 
dependent upon Medicare is going to be a staggering number, near- 
ly 78 million. And we are living longer, which is a good thing. 
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Thank you, Dr. Asner, on behalf of all medical people for helping 
make that happen. 

And I guess I have kind of a Pollyanna-ish point of view about 
Medicare, is that if we can focus on the quality of the health care 
provided to the beneficiary, not only is the senior citizen going to 
be in better personal health, but the system itself is going to be in 
better financial health. And so that is why, in a bipartisan way, we 
focus on wellness, and prevention, and early screening for 
colorectal cancer, and a host of other things. 

Along that line. Dr. Asner, here is my question. Last year Con- 
gress passed a bill that implemented a program that actually 
would provide physicians with a bonus payment, if you will, if phy- 
sicians reported some quality measures to CMS. Personally, I 
thought this was a good first step because if we are going to go — 
if we go in the direction of pay for performance, this was one of the 
ways to do that. 

Now, that is my point of view, and I know there are differing 
points of view. But for instance, an earlier bill that we considered 
here on this committee repealed that provision. In your view, is re- 
pealing that bonus payment to report quality initiatives, is that 
good thing to repeal it? Or should we maybe rethink that in the 
future? 

Dr. ASNER. I would strongly encourage you to continue the pay 
for performance program in fee-for-service Medicare. 

Mr. HULSHOF. Why? 

Dr. ASNER. There is no question in my mind that you need to 
have physicians paying attention, especially in the fee-for-service 
arena, to quality metrics. The initial step is to tell them what they 
need to be measured on and then have them report on that, which 
is what has begun. 

And those metrics have actually taken hold. I actually sit on a 
committee that works with the AMA to help them understand Cali- 
fornia’s expertise in this area. And as I said earlier, measurement 
of these metrics does improve performance. We have seen that in 
California. We have seen the clinical improvements. 

So I do believe that we need to do that. There is much more of 
a challenge in fee-for-service Medicare because the individual phy- 
sician doesn’t have the systems in his or her office to even do the 
reporting. You ought to ask the question about how many physi- 
cians were reporting. The numbers are not as high as they should 
have been. 

And it is not the fault of the physicians. It is really a problem 
with the system. It is difficult to report on these types of metrics 
off of your paper charts and your office computer. Most of the of- 
fices aren’t set up for that. 

In California, we have invested in the type of technology and in- 
frastructure to report on our metrics. But again, those are the IT 
investments that I talk about that medical groups have made. We 
need to have that everywhere in this country. We need individual 
physicians to be measured. Physicians don’t mind being measured. 
Physicians have been measured their entire life. Through all of 
their schooling, they were measured and they got good grades. 
They want that. We can actually influence physician behavior. If 
we tell them what we expect of them, they will perform. 
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Mr. HULSHOF. Thank you, Mr. Chairman. 

Chairman STARK. Mr. Tiberi. 

Mr. HULSHOF. Thank you, Mr. Chairman, for your indulgence. 

One last question. Dr. Asner. I am convinced, in talking to my 
constituents and physicians, that there is a benefit to the Medicare 
Advantage program. However, the critics would say that it costs 
more money and it creates a higher unfunded liability in the Medi- 
care system that, with baby bloomers getting ready to retire, is 
going to create greater unfunded liability. 

In your estimation, having dealt with both long-term, what is 
your sense of measuring Medicare Advantage costs long-term 
versus fee-for-service Medicare long-term going to do to the un- 
funded liabilities? 

Dr. ASNER. Well, obviously I am not an economist. But I can tell 
you that there is no question that high quality care is cost-effective 
care. And as we approach the baby boomers coming in 2011, I am 
very concerned about what that is going to do to our Medicare sys- 
tem if those patients don’t have the benefits of Medicare Advan- 
tage. 

If we don’t focus on prevention, coordination of care, and quality 
care, I think the system will collapse under the economics that we 
will face in the future. I am not yet a senior citizen, but I am a 
baby boomer. When the time comes for me, I want to be in that 
system from a quality perspective. And I do know from our experi- 
ence that is the most cost-effective way to take care of patients and 
provide the best quality. And those two go hand in hand. 

Mr. HULSHOF. But which? 

Dr. ASNER. Medicare Advantage. 

Mr. HULSHOE. Why? 

Dr. ASNER. As I said, if you focus on prevention, then you are 
going to diminish the number of complications for patients with 
heart disease, diabetes, obesity. All of these are coming. And we 
focus on that. And at least 85 percent of the cost of the system is, 
as we heard earlier, in about 15 percent of the Medicare Advantage 
patients. And those are the patients with chronic disease. 

We need to make sure we keep those people well, avoid complica- 
tions, keep them out of the hospital. That we do in Medicare Ad- 
vantage. In Medicare fee-for-service, the incentive is, frankly, pay 
for volume. The more you do as a physician, the more you get. That 
is not the incentive that we want to have in place as we have the 
baby boomers aging into Medicare. 

Mr. HULSHOE. Thank you, sir. 

Chairman STARK. Mr. Precht, isn’t it your understanding that 
most of the Medicare Advantage drug plans do not cover pharma- 
ceuticals in the doughnut hole except for some inexpensive drugs? 
Is that not correct? 

Mr. PRECHT. That is correct. 

Chairman STARK. Okay. I just wanted to set that record 
straight, that it is a rare — other than generics, there are very few 
plans that cover. That has been suggested several times that the 
case was otherwise, and set that record straight. 

Dr. Asner, you refer in your testimony, and I don’t know whether 
I think it is an error or cute, but that 90 percent of Medicare bene- 
ficiaries have access to a Medicare Advantage plan with a $2500 
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cap on out-of-pocket costs. And that might be a reference to re- 
gional PPOs. But fewer than one-half of one percent of Medicare 
Advantage beneficiaries actually are enrolled in that kind of plan. 

So there is a world of difference between the 90 percent who 
have access to those plans and the half of one percent who are en- 
rolled in them. And I just thought I — from the standpoint of accu- 
racy. 

But there are different plans. And while most members in Medi- 
care plans do not now have a cap on out-of-pocket costs, would you 
support a cap on out-of-pocket costs for all plans? 

Dr. ASNER. For Medicare Advantage programs? 

Chairman STARK. Yes. 

Dr. ASNER. Oh, I would support a cap on out-of-pocket expenses. 

Chairman STARK. Good. I think that is — in our recent bill that 
we just passed, I think we had that in there, didn’t we? A rule that 
they couldn’t pay more than — charge more than the Medicare 
deductibles or copays. In other words, many plans, while they have 
a lower premium, might charge $500 a day for a hospital copay, 
where Medicare would charge $900 and change for the whole en- 
counter. So if you are in the hospital three or four days, you are 
doubling the cost of what you would pay under fee-for-service. 

We had suggested in that bill that the plans could charge no 
higher a copay or deductible than fee-for-service Medicare. And I 
presume that you would be agreeable with that as well. 

Dr. ASNER. As you know, we don’t design the benefits. The 
plans do. So I know you are referring to the plans. 

Chairman STARK. Yes. 

Dr. ASNER. But I have been in discussions with plans over bene- 
fits, and it seemed to me that at least in our market in Southern 
California, they are well aware of trying to keep the benefit cost 
to the beneficiary below fee-for-service Medicare. 

Chairman STARK. Well, as I say, I thank the panel, reminding 
them that the purpose of the hearing was not to suggest that Medi- 
care Advantage plans, perhaps with the exception — maybe. Dr. 
Asner, would you care to comment on the difference? Because I 
suspect you are — either a staff model or HMO plans that mostly 
you are referring to in Southern California. 

What has been your experience with the private fee-for-service 
plans? 

Dr. ASNER. That is a great question. We actually are an organi- 
zation of physicians who are private practice, so our physicians are 
independent. We don’t employ them. And in our organization, we 
don’t have any experience with the private fee-for-service plans. In 
fact, when I talk about Medicare Advantage and the coordination 
of care, that is what I am referring to, our type of coordinated care 
plan. 

Chairman STARK. Or a staff model like 

Dr. ASNER. My understanding is in private fee-for-service there 
is no coordination of care. 

Chairman STARK. Or staff model plans like 

Dr. ASNER. Well, and again, staff models have the coordination 
of care as well. But I am not referring in any of my testimony to 
the private fee-for-service component. 

Chairman STARK. Thank you for that clarification. 



154 


Again, I want to thank all of you for your patience and your will- 
ingness to participate. I will look forward both to Mr. Hotchkiss 
and Ms. Polich giving me some idea of whether there is a great dif- 
ference in profits between the commercial book and the private — 
well, actually, private fee-for-service where you have it, and the 
other Medicare Advantage plans. 

Because what we are really trying to determine here is not 
whether — I think we would all stipulate that managed care plans 
are beneficial as a delivery system for medical services. The ques- 
tion is: How do we pay for it, and how much should we pay? And 
that is the road we have to go down. 

Thank you all for your participation. The hearing is adjourned. 
[Whereupon, at 2:25 p.m., the subcommittees were adjourned.] 
[Questions for the Record follow:] 
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DcarMr.HiU: 

Please provide answers to the following Questions for the Record from the 
10/16/2007 Joint Health and Ovecsi^ Subcommittee Hearing on Oversi^t and 
Accountability in the Medicare Advantage Ptogram: 


Questions from Chairman Lewis 

1. Whatisthepenonnelmake-tq)oflheCMSOfRceoftheOxnbadsinai? 
What is the budget for the OfGce of the Ombudsman? 


2. Has CMS contemplated any changes to the website or other infoimatioo 

portals providing the phone number or contact information for the OfSce of 
the Ombudsman? 

Questions from the Honorable Llovd Poggett 


1- CMS’S TnahilttV to Account for Millions Pai d to Private Medicare Plana 

In May 2007 the GAO rqwrted that CMS paid S 100 million to private Medicare Part D 
plans retroactive coverage for dual elipbles, de^te the Dut that CMS did not infonn 
beneficiaries of their right to seek rcimboisement f(v drug costs incared during t bf^ 
periods. The GAO reported that “CMS docs not monitor its payments to PDFs for 
retroactive coverage or the amounts FDPs have reimbursed dual-eligible beneficiaries.’* 

h rc^Kmsc to my question to CMS at the June 21 hearing about whether CMS would be 

able to t^ these payments, CMS delivered a written reply on October 17, the day after 
the bearing, stating “CMS is currently in the process of tracking these retro-active 
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enroUments and will use this information to determine bow mai^ months of retroactive 
coverage tbe Agency is providing to new dual-eligible huhviduals.** CMS testihed oo 
October 16 that the reconciliaticm ^ocess necessary to track bow this money was used is, 
in fhct, complete. Several questions are outstanding: 

(b) Does CMS already know bow many months of retroactive coverage were 
provided since it paid $100 million dollara to plans for drat retroactive coverage? 

(c) How many months of coverage were provided? 

(d) How many people were retroa ct ively enrolled? 

(e) How many of the new dual eli^le beneSdaiies wbo were retroactively enrolled 
were already in a Part D plan before they woe awarded dual eligible st^us? 

(1) How have you verified diat the plans in which people were already enrolled 
reimbursed those beoeBciaries Ibr the copayment amounts they paid over tbe limit 
of that owed by a dual eligible? 

(g) For those wbo were not already enrolled in a Part D plan during the period of 
retroactive coverage, how many people submitted claims to their new plan for 
drugs purchased during the retroactive coverage period? 

Qi) How much did plans pay out in benefits for all retroactively enrolled dual 
eligibles for which D plans received $100 million? 


2. Ensuring Co nsumers Have Access to a Fair and Timely Appeals Process 

(a) Do you require MA, MA>PD, and PDP bids to have a hne item under 
administrative costs demonstrating that have dedicated enough funding to 
ap propriately handle iqjpealg? 

(b) What ^ccific steps does CMS take to ensure plans have an appcais process in 
place t^ complies with statutory requirements? 

(c) Are plans allowed to simply attest th^ fitey have an appeals process without 
providing furtticr detail to demonstrate this is the case? 

3. CMS’sFaittife to TIpd aiB rnnan nieT Report Cards oo Medicare.gov 

Hic Corrective Action Plans (CAPs) available on CMS’s ntbsite show that Humana’s 
Regional PPO contract numbCTR5826 has 1 8 pending CAPs fiv deficiencies in its 
appeals processes (Chapter 13; Grievances, Coverage Determinations, and Appeals). 
Tbou^ tbe CAPs for Humana R5826 were issued July 31, 2007, as of Octote 24, 2007 
on Medicaie.gov that same contract number in Texas shows that the plan has three out of 
three stars -a perfect score on t^^peals. When will CMS remove stars for this and other 
poor-performing plans so that beneficiaries can make decisions based on accurate 
informatiem? 


4 . 


CMS*s Failure to Reolv to Request for Comm ents on Prescriptioc Coverage 
Now Act 
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Neariy six months have passed stoce I requested at the May 3, 2007 hearing that CMS 
inform me of any specific objections it had to die Prescription Covers Now Act, 
{eolation I have tntroduced with 170 coq)ODSors to inquove Medicare Part D for tow- 
income benefictaries. I have still not recaved comments on that legislation. You said 
you are working with other agecKies to provide technical aiul pcrficy ccanmema. When 
will those cennmenis be ready? 

5. Incomplete Reply on Mark eting Abuses Request 

As foUow-up to a May 22 bearing cm Private Feo-for-Scrvice Marketing Abuses at which 
Ahby Block testified, 1 submitted the following questim to CMS: "1. Please provide us 
with specific documentation of the process by which CMS klentifiod and acted to curb 
marieding abuses. Include the num^ of complaints, all corrective action plana against 
q>ecific plans and a full detail of other intermediate sanctions levied against plans for 
matketing abuses. Also provide any interagency memos or repots detailing the extent of 
abusive marketing practices and possible sohitioos to foe problem.* 

The documents provided by CMS in response to this question did not include a single c~ 
e-mail or memo to or fiom Ms. Block, runs foe Caster mi Beneficiary Choices. This 
is sucprisiisg since Ms. Block testified on May 22 that it is this Center that she heads that 
that receives and handles complaints, and is responsible fw administenng both foe 
Medicare AdNuntage and the Medicare prescription dmg program. On October 16, CMS 
teadhed foat Ms. Block does indeed communicate by e^naiL I therefore request that 
CMS supplement its Sept 21 reply to include theM communications, which should have 
already provided. 


Onestion from the Honorable Earl Pomeroy 


At the bearing ycu alluded to the foct that there are approximately SOO people within 
CMS oversoeiDg Medicare Advantage marketing prances. Please provide the 
Committee with verification of these SOO staff memben and an accounting of what 
percent of time each is engaged in monitonng marketing practices and enforcing 
regulations. For exanq>le, ve these 5X people working foil-time or part-time to monitor 
Medicare Advantage marketing practices? If they are working part-time, how much of 
their time is devoted to Medicare Advantage oversi^it? Does their work on Medicare 
Advantage overact detract fimn their routine wmk? If so, ufoat is their routme work? 

Moreover, at a previous Health Subcommittee hearing on May 22, 2007 on Private Fee- 
For-Setvice plans I asked, in a Question for the Record, How many FTBs were added at 
CMS regicHia] offices to review advertising and other marketing materials of PFFS 
plans”. CMS responded by saying that ”Ther^d growth in PFFS plans is not 
somdhing that was anticquted, ufoich would have been required in order to add FTEs for 
fois specific purpose”, foe response went on to state “Based on information available, we 
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cannot state that new FTEs were added to dte CMS workforce q>ecifically for the 
purpose of ^FS plan reviews”. 

Given CMS’s response above and the that yon now know diat the PFFS product is 
growing at an exponential rate, are there any plans to hire new staff to deal with Medicare 
Advantage marittsn^g and oveia^? 
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Addiiional W'riltcn Questions from the 
NV&M Joint Health and Ovcrsinhi Snbenmmitlce Hearing 
On Os'crright and Acrounlalnllf) in the 
Medicare Advantage Program 
Oilober 16. 2007 



1. What is the personnel make-up of the CMS Office of the Ombudsman? M hat U the 
budget fur the Office of the Ombudsman? 

AnsMcr: The Ollicc ol the Ombudsman empkn s 34 full time cquivalvni employees. I'or fiscal 
year 2<K)7. the operating budget for the orticc was os Ibllnws; 

Iravd: SI 3.000 

Training: S2500 

AnxuiUs: Si 9.000 

Supplies: $1400 

Contracts; S i .677.600 

2. Has CMS eoniemplaled any changes to the website or other infornialmn |>ortais 
providing the phone number or contact information fur the Office of the 
Omhudsman? 

Answer I be Medicare Hcnoficiary Ombuiisman works within the Mctltcare program to kleitliry 
and resolve system-wide issues impacting people with Medicare and to bring about changes that 
couid help prewni future problems. Unlike sonx* other Ombud-smen that people nviy be familiar 
with, tlw Medicare HciK’ileiary Ombudsman is not intended to be the initial conioci for 
information and cs>niplainis. I here are several points of contact in the .Medicare program for 
individual qucstkms. complairKs. and grievances such os 1-800 MliDICARl-. and medicare.gov 
on the web. In addition, there is a funclioii within the 'rrequenlly Asked Questkms' sccliim of 
mcsiicarc.gov that provides the opportunity for beneficiaries to submit their quesikvns or 
complaints. People with Medicare and ihi>sc acting on iheir behalfcan ol.ro contact entities such 
as the State I lealih Insurance Assistance Programs (SI llPs) and CMS Regional Offices for 
assistance with their irnlividual questions, complaints, and grievances. 

Nonetheless, the Office of the Medicare Ombudsman (OMO) docs respond to iminy ofihe 
beiteficiury inquiries and eomptainis that ore initially received by the CM.S Central Otllcc 
(whether through l-KOO MliDlCARIL through a Regional OITice. or thnntglt other cluinncis). 

For example, in instances where the 1-800 MRI)K*ARI;customcf service representatives canmit 
handle a caller's rcqticsl for infomution or complaint, the cull con be ibrworded to the OMO. 
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Oui-stionv from the Honorable Llm<l Doeecll 

I. C'MS’.s inabilit\ to Account for Milliom Paid lo Privalt Vlcdicarc Piiin> 

In May 2007, tbc GAO reported that CMS paki SlOO million lo prhale Medicare Part I) 
plant for retroactive eoverage for dual eli«ibles. despite the fact that CMS did not mform 
liencficiaries of their right lo seek rcimbarscmcnl for drug coftU incurred during these 
periods. The GAO reported that ‘*CMS does not monitor its pa> ment tu PDPs for 
retroactive cov erage or the amounts PDPs have reimbursed dual-eligible beneficiaries. ** 

lu response lo my question to CMS at the June 21 hearing about Hhellicr C'MS would be 
able lo track these payments, CMS delivered a written reply on October 17. the day after 
the hearing, staling **CMS is carrcnlly in the process of tracking these retroactive 
enrollments and will use ibis information lo determine how many months of retroactive 
coverage the Agency is providing lo new dual— eligible individuals." C.MS tevtifted on 
October 16 that the reeoncilialion process necessary to track how- this money was used is, in 
fact, complete. Several questions are oolsiandiog: 

(a) Does CMS already know how many months of retroaelKc coverage were 
Prov ided since it paid SlOO million dollars lo plans for that retroactive 
coverage? 

Answer: No. hut the analysis necessary to answer this question is currently 
uiKiciwav. Wc will pnwidc the inl'ormatiivn lo your siatToiKc (hcaiial}.sivis 
complete. 

(b) How many months of coverage were provided? 

Answer: IhU is not a question to which weeunvnily have an answer but the 
anulysisncccssaiy to answer this question is currently underway. We will 
provide the int'onnation to your sialTonce the analysis is complete. 

(c) How- many people were rctroactrveK enrolled? 

Answer: 'Hiis is not a question to which vve currently have on answer but the 
analysis iwccssary to answer this question is currentiy underway . \Vc will 
provide the inibrmation to your stalVoncc the annly-sis incomplete. 

(d) How many of the ucw dual eligible bencflcbiries who were reiroaclivrly 
cnrollcd were already in a Pari D plan before they were awarded dual 
eligible vialus? 

Answer: llris is not a question to which we currently have on answer but the 
analysis necessary to answer this quct^ion is currently uiKlerway. We will 
provide the inibrmaiiivn to your sialT once tbc analysis is complete. 
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(c) Hem have you verified iha< the plant in which people were already enrolled 
reimbursed those l>cnencianc> for the copayment amounts they paid over the 
limit of that ow ed by a dual eligible? 

Answer: Medkarv Part I) plan sponsors have un nhligaiion to reimburse ihcir 
HKnihcrs (or another payer) for costs incurred miroaciively . { lowcv cr. to luil) 
analyrc this qtiestion vvould require the use of prescription druy event <PI>H}daUi. 
PDM data are collected pursuant to section 1 8M[)*1 S(t)( I ) of the Social Security 
Act. Section I8601>>l5(f)t2)restrklsthc use of these data solely IbrCMS 
payment to plans. Consequently, consistent with lon^andinj! inicrjHclation of 
similar statutes by the Onke of Lcgitl Counsel within the l)c|iartmcnt of Justice. 
WT would he imnbtc to disclose thai infoniiatiim 


(f) For those who were not already enrolled in a Part D plan during the period 
of retroactive coverage, how many people submitted claims to their new plan 
for drugs purchased during the retroacliv e eovemgc period? 

Answer: To fully unaiy/e this question would require the use of prescription 
dru^ event (rOli) data. PDI. data are collected pursuant to sevikxi I 
1 5{fM I ) of the Social Security Act. Section IKhniM 3(0(2) restricts the use of 
these data solely tor CMS payment to plans. Consctiucntly . consistent with 
lonjtstundinif interpretation of similar siatuic-v by the Ollicc of I xgal Counsel 
within the Department of Ju.s(icc. we would be unable lo disclose tluti 
infurmaiion. 


(g) How much did plans pay nut in benefits for all rciroaclivciv enrolled dual 
ciigibirs for w hich Part D plans received SIM millioa? 

Answer To fully anaty/e this question would require the u.vc of prcscnpiion drug 
event (l^)ii)data. PDli data arc collected pursuant to section 1 8601 )• I ^0(1) of 
the SiK'ial Security .Act. Section l860I)'l5(fK2) rciuricis the use of these data 
solely for CMS paynKitt to plans. Consequently, consistent with loi\g.itanding 
interpretation of similar sMtutes by the Olliccof lj;gnl Cmiuscl within the 
Dcporiineni of Justice, we would he unable to disclose that infomtaiium. 


2. Kmmrine Consumers Hnvc Access lo a Fair and Tlmelv AnneaU Process 

(a) Do y ou require M A. M A*PD, and PDP bids to have a line item under 
Adniinisiniliv c costs demonstraliog that they have dedicated enough funding to 
appropriiilely handle appeals? 

(b) What specific steps docs C.MS lake to ensure plans have an appeah process in 
place that ennipiks w ilh statutory requiremenU? 
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<c) Arc pliin» allowed to simply aitcst ihal they have an appeals process wiihoul 
providing further detail to demonstrate this is the case? 

Answer: 

(a) No. CMS docs not require MA. MA«PI). ai>d Pl>P bids have o line item 

denumstrutingthey have adequate dcdkaicO I'urHlin^ U> appRifriaU’ly handle 
appeals. Sec below fivr description ot'CMS a'quirements for pliiii appeal 
processes. 

(h) Moniiorint^ compliance with apixrals rc<|uirvnK*nis is a key feature of our MA and 

Part I) plan audit guides, and we have implemcnied many cvimptiancc .*iction 
plans based on appeuis-related audit llndings- In addituvn. vve monitor plan 
appeals dalu (including both first level a(^als at the plan and the independent 
[ scctvod level rceonstderations done by MAXIMl'S as auiHher appeals 

pcrfomiuiK'c nvasurc. l)ased on the MAXtMl IS data, wv have iniiiaictl » senes 
of performance improvement programs at plans (hot have unusually high rates of 
cases ovcrturiK'd at the MAXIMUS level. 

In addition, our aiHlii guide provides for audits of appeals processes. We Uikc 
samples from Medicare Advantage Organimtions (MAOs) to determine if ihev 
are processing appeals correctly. We do not require aiicsuiiirais because we 
actually test this area ihrougli the Targeted Aj^’als Monitoring Strategy < I AMS). 

11k lAMS score has been calculated annually since 2(W.i for all MAO 
cootroctors using measurirq^ adherence to .statutory' timeliness rc(|uirenKnis. 
congruence with the independent review entity's cvuluaiion. and member 
sati.vfnction surv'Cy informaiitm regarding access to iiiiomialinn and processes to 
make appeals. Review of the TAMS sevtre is a review element in the MA audit in 
addition to review of acliul appeals cases. 

(c) I here arc a number of ways in which CMS doeunKnls that plans have appe-als 
pnKcdures in place. As noted above, both M.A ami Part I) audits include appeals 
cotnpoiKnLs tliot document not only that appeals arc being carried out but also 
w hcilKr or not plaiLs are complying W’iih key appcals>rclated rcquircment.s. such 
as the regulatory timeframes and notice requirements. We al.-u track Part l> 
appeals through our complaini tracking monitoring system, witich includes a 
spceinc eategory v>n this topic. 

3. CMS’* FallBrc lo Update Cotwumer Report Cards on Medlcare.eov 

The Corrective Action Plans (C.APs) av aitabic on CMS's w ebsite show that lluaianaN 
Regional PPG contract number R5826 has 18 pending CAPs for deficieitcies io its appeab 
proervses (Chapter 13: <«rievaAces, Coverage Dclerniioaiions. and Appeals). Though the 
C'APs for Humana RS826 were issued July 31, 2007,a.s of October 24,20tl7 on 
Metitcare.gov, that same contract number in Texas shows that the plan has three out of 
three stars -a perfect score -ou appeah. When will CM.S remove stars for thb and other 
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poor-performing plum so thnl benenciarKs «an moke decisions bosed on occumle 
informolion? 

Answer: The inl'ommiinn ihai » pm% ided for consumers to help them choose a Medicare 
Advantage (MA) plan. MA-PIX or Prescription Drug Plarr (PDPt was updatcti as orNovember 
15. 2007 for the Annuat Kleciion Period, lire infomraiion on the Medicare Port C compare tool 
(Medicare Options Compare) and the Part I) compare uml (Mcdicai'c Prescription Drug Plan 
I'indcr) was expunded lo include additional qualiiy an^l pcflormatKe measures, to create 
composites to .suntmari/e the perroroanee uikI i|ualiiy inlVmnation urnl moke the information 
more accessible to users of the she. Additionallv. all of the coorpositcsarul indistdual iiKusiires 
base 5 star ratings w-henr I is poor performance and S U cxeclkni perf«>rmance. 

On www.cms.hhs.irov for RS826 there arc IK cora'ciiseaclion plans listed for llumatu. Out of 
the IH. 17 relate to Part I). On s\ssM.niedicnfc.BO\ <ihc consumer site), there are two Part I) 
performanev measun.*s that relate to oi^uls. One meusure captures delays in appeals decisioas. 
Humana received otw star for this nKasurc. 1hc other measure focuses on reviesving appeals 
decisions. I lunvana had insuir>cicnl data lo report this measure. Ihc current infonnaiion o:i the 
consumer site is cimsislenl sviih the infurmation that is avaibUc on vvww.cnrs.hhs.uo v regarding 
appenis. 

4. CMysFaMiire to Reply lo Rcqucm for Comments on Prcscrinlion Coverage Now Act 

Nearly sis raunths have passed since 1 requested at the May .X, 2(M7 bearing that CMS 
inform me of any spccinc objections h had to the Prescription Cuverage Now Art. 
legislation I have ialroduccd with 170 cosportsore to improve Medicare Pari D for low- 
income bcnericiaricH. I have still not received comments on that legblation. You said you 
are working with other agencies to provide technical and policy comments. M'hrn will 
those eommeniv Ik ready? 

Answ er: CMS has wiorked actively on this issue since first requested, and we continue to work 
with other agencies to develop technical and policy comment on the legislation. Once those 
comments have been fully vetted and cleared, we will he in a position to provide ilK'in to your 
sialY. 


5. lacompklt Rcplv Ml Mirk wlm Abmn WmiictI 

A.S follow-up lo a May 22 hearing on Private Fcc-for-Serv'iec Marketing .Abuses at 
w hich Abbv Block testified. I subrailicd the follow ing questions to CM.S: **l. Please 
provide us w Mh specific documentation of the proms by which CMS identified aiMl 
arled to curb marketing abuses. Include the number of complaints, all corrective 
action plans against specific plans and a full detail of other inlrrmcdiatr sanctions 
levied against plans for marketing abuses. .Abu provide any interagency memos or 
reports detailing the extent of abuse marketing practices and possible solutions to the 
problem." 
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The liocunicnis pruvided by CMS in rcvponxc lo (his question did not include a single 
ctnail or memo to or from Ms. Block, n ho runs Ihv Center on Benefieinry Choices. This 
is surprtsinK since Ms. Block Icstiflcd on May 22 that it is this Center that she beads 
that recehes and handles complaints, and is responsible for adminisicrini; both the 
Medicare Advantage and the Medicare prescription drug program. On October 16, 
CMS testified that Ms. Bl<»ck does indeed communicalc by C'lnail. I Iberrfore request 
that CMS suppicntcnl its Sept. 21 reply to include these communicaitons, which should 
have already been provided. 

Answer: Ihlbriiiaiion responsive (o this request would be pruviilcd lu the Chairman and 
Rankini; Member under .separate ci>\’cr. and should not be rqHuduced as port ofihc puMic 
rcesml. or otherwise published or made public- These ilocunicnis may contain inrorntaiiiai 
protected or pri>bibi(cd frs>ni public disclosuiv under the Freedom of Information Act (Title 5. 
UniicU States Code |U.S.C.| secUon 552). the Trade Secrets Act (Title 18. l).S.C. .section 
1005). the PrisBcy /\ct (Title 5. C.S.C. section 552o). aml'of Dvpanment regulations. 

Owtlon frew lint Honcrabfc Fjri F»m«rov 

.At the hearing you alluded to the fact that there arc approximately .<00 people w ithin 
CMS overseeing .Medicare Advantage marketing practices. Please provide the 
Committee w ilh verification of these 500 staff members and an accounting of w hat 
percent of time earh is engaged in monitoring marketing practices and enforcing 
regulations. For example, arc these 500 people working folMime or pan-lime to 
monitor .Medicare Advantage marketing practices? 

Answer: I'oitowing the enactment of Medicare Prescription Drug Bencni (Ihut !>) with the 
Medicare Ihescripiion Drug. ImprovciiK'nt and Nhxlcmi/otion Act of 2tl03 (MM Ak CMS 
initiated an aggressive strategy to implement the program and provide benefit information to 
our beneficiaries A key pan of our implementation strategy tneludcnl the development of an 
integrated cflbn to ensure the accuracy and integrity of plan paynKnts. to oversee plan 
compliance with regulations and other requirement.^ (including marketing guideliiKs). and to 
protect benetkiarics. Ibis vomprciicnsixv program uvvrsighi ctVorl included hid reviews, 
ongoing compliance monitoring of plams. posl-coniracl bid audits and posl-emurjct llnancial 
audits. 

The implementaiion of this comprehensive oversight siratcgy fc<|uireii the invohvmenl of 
multiple ('MS components und over SOO staff members, 'i he Part C and f*.nrt I) Actuarial 
(iroup administer the bid review proccs.s and audits. Ibeongiving administration oiitl 
numiioringofthe Medican: Advantage .ind Mcdicaa* Prescription Drug Plan.scompli:iiK'c 
with Federal requirenK'nts is performcil by central office staff in the Center for Beneficiary 
Choices urKi regional ulUee staff across the eounlry . I he financial audil.s of onc-thini of the 
plans are ecxirdinaied by the OfTiec of Finuiicial Monagonieiu. 

CMS maintains a strong cvnnmiimcnt to protecting our bcnciiciarics and ta.xpayvr dollars and 
ensuring the sound financial nuinagcment of the Mcdicarv atnl Medicaid programs. We have 
taken signitkoni actions to implement our prc^nmis and to strengthen our oversight efforts. 
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\Vc will ccHUinuc lo immiior and a:>sc$s our cHortk lo oversee ihc Medicare Advanui^tc and 
Medicare Prescription Drug Plans und will utuk lo deploy our C'MS resources in the most 
cfYicicni manner. 

Moreover, at » previous Health .Subcommittee hearing on May 22, 2007 on Private Fee* 
Kor-Servke plans I asked, in a Qacslion for the Record, ‘*Ho>s niiny FTEs were added 
at CMS regional ofnccs to review adverlbing and other marketing materials of PFFS 
plans”. CMS responded by .saying that **Thc rapid growth in PFFS plans h not 
something that was anticipated, which would have been required in order lo add >TF.s 
for thb specific purpoK'\ the response went on to stale “Based un informaiko 
available, we cannot state that new FTEs were added lo Ihc CMS w orkforce specincalb 
for tbe purpose of PFFS plan reviews". 

Given C.MS's response above and the fact that you now know that (he PFF.S product U 
grow ing at an exponential rale, arc there any plans lo hire new staff to deal with 
.Medkare Advantage marketing and oversight? 

.Answer: C'MS hiring is bound by the budget process. CMS manages Ihc Medicare 
Adxunlagc <MA) program. irKluding nuirkeiing urtd oversight activities, urulcr its i»rognini 
management budget (PM) and i* I')' allocutinn. For i'Y 2008. the CMS PM budget was 
rundedal S.V152 billion by the C'cmgress.or SI22.3 million less than the i'Y 2008 Presklcni's 
Budget fvqucsi. The Congress did mM provide the S 1 82 million a'quc.sted in !• Y 2008 Ibr a 
dUetviionnry Health Care Fraud arKi Abuse Control, a portion of which wax spcviiically 
targeted for MA. My\ plan owrsight is a high priontv . 
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OMMOa-MMOtt. MWyOtK. 



CongrtsB of the lanited States 

10.3. 3Ioos( of KqiitBCHOdoa 

COMMTTH ON WAYS AND MEANS 
INU LOMSMOMTH HouK Oma Bimino 
(20?) 22S-982S 

fiDo^ngm, 9Cu5l^4!M 


November 2, 2007 



Harry Hotchkiss 

Seaior Products Actuarial Director 
Humana, be. 

500 W. Main Street 
Louisville, KY 40202 

Dear Mr. Hotchkiss: 

Please provide answers to the following Questions For the Record fironi the 
10/1 6/2007 Joint Health and Oversight Subcommittees Hearing on Oveni^ and 
Accountability in the Medicare Advantage Pro g r a m: 

OaalhiBi from Onirnm Sark 

t. Please provide infttmation on bow much ofHumana*sS500 million profit 
in 2006 was coi^l>uted by payments frenn Medicse Advantage plans. 

2. A r^>ort by a CIBC World Markets analyst, which was ]m>vided to you at 
the bearing, indicates that Humana’s medica] loss ratio in private fec-fbr* 
service MA plans is 150 basis points better than it is in Humana's HMO 
plans. Could you please re^nd to this report? 

o Would this indicate that all ofihe additional reimbursement that 
Humana is receiving &r its private fee-for-service plans is spent on 
additional benefits? 

3. At the hearing you indicated tfutt Humana has tbe ability internally to track 
which extra benefits are used by Medicare AdvKitage beneficiaries; is this 
ctwreci? 

o Could you please provide the Committee with the dollar value of the 
extra benefits that were actually used by Medicare Advantage 
beneficiaries cDroUed in each of your plans for each of the last 2 plan 
years? 
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Hotchkus Questions for the Record 

Questions from Chairman Stark 

1. Please provide information on hos«' much of Humana’s SSOO million profit in 
2006 was contributed by payments from Medicare Advantage plans. 

For calendar year 2006, Humana’s consolidated revenues totaled 21.1 billion 
(excluding investment income). Of that amount, earnings before net investment 
income and taxes totaled $533 million. Of that amount, earnings related to Medicare 
totaled $339 million reflecting a Medicare operating margin of 2.9%. 

2. A report by a CIBC World Markets analyst, which was provided to you at the 
bearing, indicates that Humana’s medical loss ratio in privatc>fe«-for-servicc 
MA plans is 150 basis points better than it b in Humana’s HMO plans. Could 
you please respond to this report? 

a. Would thb indicate that all of the additional rcimbunement that 
Humana is receiving for its private fec-for-servicc plans b spent on 
additional benefits? 

First, we note that the CIBC analyst in a follow-up report published on 
October 9, 2007, reminded investors that: ’'There is almost no public data 
available on SG&A [selling, general & administrative] ratios by product, 
however, so this piece of our profitability analysis admittedly relies on 
nothing more than conversations with industry sources and our best 
estimates.” In fact, the calendar year 2006 medical expense ratio for 
Humana’s Private Fee-for-Service products was only SO basis points less than 
the average for our Medicare Advantage products in total. We note that this 
ratio is affected by the fact that the Medicare Advantage open enrollment 
period in 2006 extended through June 30, 2006 resulting in less than a year’s 
claims experience on all members. 

Additional reimbursement is targeted for arkiitional benefits, reduced 
(Mcmiums and reduced cost-sharing for benefleiaries. Further, administrative 
costs include such items as clinical management programs, utilizalion 
management, wclbtcss and prevention programs, care coordiiuition programs, 
customer care programs, provider outreach & education, where applicable — 
{Novidcr contracting, compliance activities, tools to guide member health 
decisions, etc. 


3. At the bearing you indicated that Humana has the ability internally to track 
which extra benefits are used by Medicare Advantage beneficiaries; b thb 
correct? 


a. Could you please provide the Committee with the dollar value of the 
extra benefits that were actually used by Medicare Advantage 
beneficiaries in each of your plans for each of the last 2 plan years? 


We have examined ways in which we might be able to provide this 
information. Extra benefits are provided in a number of ways: reduced cost- 
sharing, reduced premiums and additional services. Due to these various 
forms of benefits, we cannot provide the information in the format described 
above. 
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Congress of the Bnited States 

B4S. Koiuc of ‘KqirtBOiiatiiies 

coe«yirTT« on ways ano means 
lioa LoNeovomM Hqvw Omcc SuAwe 
mz) 23S-S83S 

Vuttgoi. Be itnywi 

hBp'.Wwi'Mri^iiwi.l>w».co» 


November 2, 2007 


Cindy Polich 
Senior Vice President 
Secure UoiizoQS 
UnitedHealth Gtckj|> 

P.O.Box 1459 

Minneapolis, MN 55440-1459 
Dear Ms. Polich: 

Please provide answers to the following Questkxis For the Record from the 
10/16/2007 Joint Health and Ovosight Subcommittees Hearing on Oversi^t and 
Accountability in foe Medicare Advantage Program: 

Oncstions from Cbalrmaa Star! 



ovmaeAiMMtu MfwvoMc. 
OMMWN 



1. At foe bearing you indicated that UnitedHealth has foe abili^ internally to 
track which extra benefits are used by Medicare Advantage beneficiaries; is 
thisccxTcct? 


o Could you please provide the Committee with the dollar value of foe extra 
benefits that were actually used by Medicare Advantage beneficiaries 
enrolled in each of your plans (at each of foe last 2 plan yean? 

2. How many total beneficiaries arc in UnitedHealth plans? 

o In foe UnitedHealth AARP Prescription Drug Plan? 

o In foe UnitedHealth AARP Medicare supplement plan? 
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SecureHoria)ns’ 

by UnitedHealthcare 


Cindy Pollen 
Senior Vice Prtsident 
3120 Lake Center Drive 
Santa Ana, CA 92704 
Tel 714-825-5308 Fax 714-82S-S016 
Cindy. pollch9p^-com 


November 1. 2007 

Tbe Honorable Pete Stark 
Chairman 

U.S. House of Representatives 
Committee on Ways and Means 
Subcommittee on Health 
Washington. 0 . 0 . 20515 

Dear Chairman Stark: 

At a joint Health and O/ersight Subcommittees hearing on October 1 6, you stated that 
•AARP tells us that they are not going to sell that [Medicare Advantage plans 
underwritten by UnitedHealth OioiipJ for more than 100 percent of fee-for-service". I 
wouW like to take this opportunity to conect the record, and to dear up any confoslon 
that may have resulted from this statement 

The statement implies that AARP is offering Medicare Advantage plans. TTils is not 
accurate. UnitedHealth Group (UHG) and AARP have entered Irrto a trademark license 
agreement which allows UHG to use the AARP name on its Medicare Advantage plans 
The plans are provided through SecureHorizons. one of UHG's businesses and are 
underwritten by various of its Hcensed entities. In addUon. the trademark Kcense 
agreement between AARP arxl UHG does not define or influence tt>e Medicare 
payment that our plans receive. The plans using the AARP name will receive the seme 
level of funding as any other Medicare Advantage plan. 

I hope this Information is useful. Please let me know If you have any questions. 
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SecureHorizons* 

by UnitedHealtficare 


December I9» 2007 


The Honorable Pete Stark 
Chainnan 

U.S. House of Representatives 
Committee on Ways and Means 
Subcommittee on Health 
Washington, D.C. 20515 


Dear Chairman Stark: 


I ara pleased to have Uiis opportunity to respond to your questions from die record from the October 
16 hearing. 

UnitedHealth Group provides products and services to more than 70 million Americans through our 
various operating divisitms. We insure 16 million people throu^ our UnitedHeaJthcare division, 
providing health care for employers and individxzals. Uniprise, which is our division that provides 
health care services for Fortune 500 businesses and other large employers and health plans, serves 12 
million pet^le. 

On the Medicare side 4. 1 million Medicare beneficiaries receive their Medicare prescription drug 
benefits throu^ a UniledHealth Group stand-alone Part D plan that carries the AARP name. In 
addition, we have more than 2.6 million Modicaro beneficiaries enrolled in AARP Medicare 
Supplement Mans. 

Provided below are data on the extra benefits we provide our Medicare Advantage enrollces as 
included in our annual bid filings: 

• 2006-S79.14permemberper[nonth 

• 2007 > $68.46 per member per month 

• 2008 • $85.98 per member per month 
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These benc6ts are provided for bo additional suj^ietnental A/B premium, and the m^ority of the 
value of these benefits is related to teducing FF$ cost idtaring for services. Consistent with 
CMS bidding requirements, these values also include an allocation for administrative costs. 


Sincerely, 

Cindy PoUcL 
Senior Vice President 
Secure Horizons 


O 



